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“... routine preoperative medication”: 


. . since (November 1953) Adrenosem has been used preoperatively to reduce 
bleeding from all otolaryngologic and broncho-esophagologic procedures, to treat 
postoperative hemorrhage from the tonsil and adenoid a. 
and to treat selected cases of epistaxis.’ 

“Adrenosem is therefore specific for conditions characterized by capillary 
permeability. It checks bleeding from a broad capillary bed by causing a correction 
of excessive permeability and an increase in capillary resistance.’”? 


**No single case of toxicity was observed in this study.’” 


SALICYLATE 


(BRAND OF SALICYLATE) 


Indicated preoperatively and peeve to control bleeding associated with: 
Tonsillectomy, and nasopharynx surgery 

Prostatic and bladder surgery 

Dental surgery 

Chest surgery and chronic pulmonary bleeding 

Uterine bleeding and postpartum hemorrhage 

Also: Idiopathic purpura, retinal hemorrhage, familial telangiectasia, epistaxis, hematuria 


Supplied in ampuls, oral tablets and syrup. Send for detailed literature. 


1. Owings, C.B.: The Control of Postoperative Bleeding with Adrenosem, Laryngoscope, 

55:31 (January) 1955. 

2. Peele, J.C.: Adrenosem in the Control of Hemorrhage from the Nose and Throat, A.M.A. Arch. 
of Otolary ne, 61: 450 (April) 1955. 

3. Riddle, A.C., Jr.: Adrenosem Salicylate: A Systemic Mesnectat, Oral Surg., Oral Med., Oral 
Path. In press. 


THE S. E. MASSENGILL COMPANY 
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CARDIAC EDEMA 
GLAUCOMA 


EPILEPSY 


now benefited by 


Acetazolamide Lederie 


DIAMOX has proved to be a very effective, safe, and convenient 
oral diuretic for use in controlling cardiac edema. In fact it is now 
the most widely prescribed drug of its type. | 


Recent evidence shows it is useful in two other important ways. 
In epilepsy, DIAMOX suppresses both the frequency and the 


_ severity of seizures, without direct sedative action. In acute glau- 
- coma, oral doses of DIAMOX produce a significant reduction in 


intraocular pressure. 


One product... three uses . . . a versatile therapeutic agent! 


Available in 250 mg. tablets for oral use 
and 500 mg. ampuls for intravenous use. 


Jederle LEDERLE LABORATORIES DIVISION amenscan Cyanamid compar Pear! River, New York 
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all diabetics 


7 12 6 11 

BREAKFAST LUNCH DINNER BEDTIME 

REGULAR OR PROTAMINE LENTE ILETIN 

| UNMODIFIED INSULIN ZINC INSULIN (INSULIN, LILLY) 


Lente (Insulin, Lilly 
Another step toward the ideal Insulin 


Simplified administration—Only one injection ¢ a day controls 
the majority of diabetic patients. 


Simplified therapy—Approximately 85 percent of all diabetic ~ 
patients can be treated with Lente Iletin (Insulin, Lilly) alone. 


Simplified formula—Lente Iletin (Insulin, Lilly) is the only 
intermediate-acting Insulin free of foreign modifying proteins. 


Simplified identification—The new distinctive »Hexanek” 


bottle makes identification easy. : at all pharmacies. 


COMPANY «© INDIANAPOLIS 6, INDIANA, U.S.A. 


526118 
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Not enough hours in a day for him. 
So he worries around the clock. 


Soon his anxiety winds into a familiar pattern: 


headaches, tension, nervousness, insomnia. . . 


If he were your patient, 


you’d want to give him... . 


a sound sleep tonight, a calm day tomorrow 


Trade Mark 


N ow you can give your anxiety: patients the 
levels of sedation they need—around the clock— 
with just one tiny NemBu-Serpin Filmtab. 
These nighttime-daytime levels of sedation 

are possible because each tiny NEMBU-SERPIN 
Filmtab contains 30 mg. (14 gr.) NEMBUTAL 
Calcium and 0.25 mg. reserpine. 

There is definite synergistic action in the 
combination— producing smooth, gentle, 
prolonged sedation: 


short-acting NEMBUTAL quickly induces 
drowsiness at bedtime, followed by restful 
sleep. Yet dosage is small, so patients awake 
refreshed and alert. 


longer-acting reserpine calms patients all 
through the following days. They forget 
worries, have a sense of well-being, keep their 
drive and energy. 


Small dosage makes side effects rare . . . 

medication economical . . . dosage schedules 
simple. NEMBU-SERPIN is also recommended 
for treatment of mild essential hypertension. 


In bottles of 100 
and 500 Filmtabs. 
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® Filmtab— Film-sealed tablets; pat. applied for. $12225 
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26” Mitt 


T many advantages of Koroseal 
film make it the practical and eco- 
nomical material for protective cover- 
ings, wet dressings, and many other 
hospital, clinic and office uses. 

The Koroseal boots and mitts shown 
here can be used for the protection of 
wet packs, to keep packs wet longer, 
to protect bedding, to keep plaster 
casts Clean and dry. They are made in 
shapes to fit foot, foot-and-leg, hand 
or hand-and-arm, and are oversize 
for ease in putting on and taking off. 
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All are fitted with draw tapes at the top. 

Koroseal flexible material is water- 
proof, durable, easy to handle. It re- 
sists stains and odors, is not affected 
by mineral oils or alkalies. It doesn’t 
crack, doesn't become sticky, doesn’t 
wrinkle easily. To keep Koroseal film 
immaculate, simply dip it in warm, 
sudsy water or sponge with regularly 
used cleaning agents. 

You can order Koroseal boots and 
mitts from hospital supply houses and 
surgical dealers. 


drich 


17” Mitt 


Koroseal boots and mifts protect 
~ wet packs, keep casts clean 


The B. F. Goodrich Company, Sundries - 
Sales Department, Akron 18, Ohio. 


B.F Goodrich 


INDUSTRIAL PRODUCTS 
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AS SOON AS 


DETERMINED NO WHICH OFFICERS 
ARE ELECTED, SHOULD BE MAILED TO DEPT. roy 18 E. DIVISION, CHICAGO 10 


AMERICAN HOSPITAL ASSOCIATION 

Annual Convention—September |7-20, Chi- 
cago (Palmer House) 

Midyear Conference for Presidents and Sec- 
retaries of State Hospital Associations— 
February 6-7; Chicago (Palmer House) 


OTHER MEETINGS 
(THROUGH NOVEMBER 1956) 
American Protestant Hospito! Association— 
_ February 9-10; St. Louis (Hotel Jefferson) 
,” Annual Conference of Blue Cross Plans— 
, April 8-12; Hollywood Beach, Fla. (Holly- 
wood Beach Hote!) 


YOUR ANNU AL MEETING AT 


Catholic Hospital Association—May 21-24: 
Milwaukee (Public Auditorium) 


REGIONAL MEETINGS 
(THROUGH NOVEMBER 1956) 
Association of Western Hospitals—April 
23-26; Seattle (Olympic Hotel) 
Carolinas-Virginias Hospital Conference— 
April 12-13; Roanoke (Hotel Roanoke) 
Maryland-District of Columbia-Delaware 
Hospital Association — November 19-21- 
Washington, D. C. {Shoreham Hotel} 
Middie Atlantic Hospital Assembly—May 
16-18; Atlantic City (Convention Hall) 


microscopicalls inapect ed 
And the k 


Vien Hypexdermic Needles are 
inside and out. 
een, sharp VIM stainless 
steel and Laminex ncedies are 
available with surgical, intravenous, 
and intradermal points. 


always spec 


= ee? 
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ICROSCOPE 


Mid-West Hospital Association—April 25-27; 
Kansas City, Mo. {Hotel President) 

New England Hospital Assembly—March 
26-28; Boston {Statler Hotel) 

Southeastern Hospital Conference—Apri| 
18-20; Miami Beach 

Tri-State Hospital Assembly—April 30-May 
3, Chicago (Palmer House) 

Upper Midwest Hospital Conterence—May 
23-25: St. Paul {Auditorium} 


STATE AND PROVINCIAL MEETINGS 


(THROUGH MAY 1956) 
1955 


Florida Hospital Association—December 7-9. 
St. Petersburg (Soreno Hote!} 

lIlinois Hospital Association—December !-2: 
Springfield (Abraham Lincoln Hotel) 

Missouri Hospital Association—December | 2.- 
14: St. Louis: (Hotel Jefferson) 

Hospital Association of Rhode Island—De- 
cember 8: North Providence (Our Lady 
of Fatima Hospital) 


1956 


Alaboma Hospital Association—January 26- 
27: Birmingham (Tutwiler Hotel) 

lowa Hospital Association—Apri! 26: Des 
Moines (Hote! Savoy} 

Kentucky Hospital Associatidn—April 3-5: 
Lexington (Hotel Phoenix) 

Louisiana Hospital Association—May 24-25: 
New Orleans (Jung Hotel) 

Massachusetts Hospital Association—May 
10: Boston (Statler Hotel) 

New Jersey Hospital Association—May 1/6: 
Atlantic City {Convention Hall} 

New Mexico Hospital Association—March 
12-14: Albuquerque [Hilton Hote!) 

Hospita! Association of New York State— 
Moy 16-18; Atlantic City {Hotel Clar- 
idge} 

North Dakota Hospital Association—Apri 
24.25: Bismarck (Grand Pacific Hote!) 

Ohio Hospital Association—April 9-12: Co- 
lumbus [(Deshier-Hilton Hote!) 

Hospital Association of Pennsylvania—May 
16-18: Atlantic City [Convention Hall) 
Puerto Rico Hospital Council—January 15: 

Son Juan (Caribe Hilton Hotel) 

South Carolina Hospital! Association—Jan- 
uory 21; Columbia {Wade Hampton 
Hotel} 

Texas Hospital Association—Apri! 3-5: 
las (Statler-Hilton Hotel) 

Wisconsin Hospital Association—Moarch 
Milwaukee (Hotel Schroeder} 


AHA INSTITUTES 
(THROUGH MAY 1956) 
1955 


Nursing Service Administration Institute— 
November 28-December 2; Minneapolis 
{Radisson Hotel) ¢ 

Safety Institute and Workshop—November 
28-December 2; Washington, D. 
|Woodner Hotel) 

Hospital Personnel Institute—December 5-9: 
Detroit (Statler Hotel) 

Medical Record Library Personnel Institute 
~——December 5-9; Dallas (Statler Hotel) 
Laundry Management Institute—December 
7-9; Kansas City, Mo. [President Hotel) 


(Continued on page 154) 
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..-FOR EFFICIENCY * DURABILITY * APPEARANCE 


Blickman-Built Stainless Steel Chart Desks and Carriers 
Assure Long Service Life and Low Maintenance Cost 


@ Many leading institutions have standardized on Blickman-Built 
Nurses’ Desks, Chart Racks and Carriers. They have found that this 
gleaming stainless steel equipment outlasts ordinary units many times 
over. Furthermore, maintenance expense and replacement costs are 
eliminated. The solid, lustrous surfaces never require painting or 
refinishing. Cleaning is easy and the attractive new-look appearance 
endures for the life of the unit. Sturdy, all-welded construction assures 
a permanence and durability that cannot be matched by ordinary 
equipment. In addition, these Blickman-Built units have many features 
of design and construction which provide extra security and efficiency 
in handling vital records. Compare this equipment with any similar- 
purpose units on the market. You, too, will be convinced that, from 
every standpoint, they are the wisest investment you can make. 


HAWTHORNE Stainless Steel RECORD DESK 
All-welded construction. Douvble-walled, 
roller-bearing, flush-front drawers. Sizes for bey, 
20, 30, or 40 chart holders. | 


ROBERTS Stainless Steel NURSE’S DESK. 
Attractive appeorance. Durable, all-welded » 
construction. Sound-deadened top. 4 flush- 
fitting, roller-bearing drawers. 


RODNEY STAINLESS STEEL CHART CARRIER 


COMMANDER CHART CARRIER rounds. Ball-bearing swivel casters; continuous rub- 
No unauthorized person con remove ber bumper. Sizes for 20, 30, or 40 chort holders. 
charts. They are locked in with a 2-way 
key-in-handle lock. Welded, stainless 


steel construction throughout. Bracke’- Send for Bulletin 2-CDC 
supported drop-type writing shelf. Two- illustrating and describing in detail 
compartment drawer for forms and many different models of chart desks, 
records. Heavy-duty dise-type casters. carriers and holders. 


Continvous rubber bumper. Sizes to 
accommodate 30, 45, or 60 charts. 


S. BLICKMAN, INC. 


You are welcome to our exhibit at the Association of Operating Room Nurses Convention, Hotel Statler, Boston, Mass., 
Booth Nos. 28 and 29. Jan. 30-Feb. 1. 
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Shoppes cut costs in 


efficiency with EL’s EL 


Economics Laboratory Films Make Important Contribution 


ING. 1a) SAU 


Mr. JOHN DANIELS 


Vice-President in Charge of Store 
Operations for nationally-famous 
HoT SHOPPES Restaurants. 


to Hot Shoppes Comprehensive Training Program 


“A well integrated training program is abso- 
lutely vital to the continuing success of our 
operation,” states Mr. John Daniels, Vice-Presi- 
dent of HoT SHOPPES, one of the nation’s lead- 
ing restaurant chains. 


“These two new films by Economics Labo- 
ratory—FLYING SAUCERS and SPOTLIGHT ON 
BREAKAGE — meet all the standards of good 
training practice. We are using both films in our 
bi-weekly training conferences. I rate them ex- 
cellent because they have increased efficiency 
through instruction in proper methods and pro- 
cedure and have contributed to increased em- 
ployee morale, interest and understanding.” 
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Put these films to work for you. Both are 
full color, sound motion pictures. Informative 
and strictly non-commercial, they consolidate 
into 42 interesting minutes the findings of a 
three-year research project devoted to the 
study of the most common trouble areas of 
dishroom operation. 


FLYING SAUCERS 30 minutes, sound in full color 
deals with management considerations. 
SPOTLIGHT ON BREAKAGE 12 minutes, sound in 
full color —fcr use in employee training. (Spanish 
version also available.) 
Call in your Seilaex Sales Representative for com- 
plete details. He's as neor as your classified directory 
(see Cleaning Compounds). Or write direct. 


ECONOMICS LABORATORY, INC. 


First in Food Sanitation 
Executive Sales & Advtg. Offices: 250 Park Avenue, N. Y. 17, N. Y. 


General Offices: St. Paul, Minnesota 
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fo serve you 


more effectively 


January I 


HOSPITALS 


Journal of the American Hospital Association 
18 East Division Street . Chicago 10, Illinois 


beginning 


Here’s the new cover for HOSPITALS 
. with a new picture every issue. 


But more important, beginning Jan- 


uary 1, the helping hand of fellow. 


hospital authorities will be extended 
to you through HospPITALs twice each 
month. 


In January and every month there- 
after, HospITats will arrive at your 
desk twice a month to provide you 
and your associates with a new high 
level of timely assistance . . . easier- 
to-read in a more convenient pack- 
age. 


As a regular reader of HOSPITALS you 
will benefit because: (1) You will 
enjoy a more timely and topical 
journal. (2) Continuing discussions 
of greater interest on hospital ad- 
ministrative and technical planning 
matters will be covered over shorter 
periods of time. (3) Dynamic aspects 


of hospital operation will be covered 


in greater detail with more editorial 
pages available. (4) You will appre- 


ciate more conveniently spaced plan- 


ning assistance. (5) You may antici- 
pate quicker routing of copies of 
HOsPITALS within your hospital or 
department and with more thorough 
readership: 


Please enter my subscription to HOSPITALS os 
indiewted below, Bil! me within 30 days. 
NAME 
ADDRESS 
city “ONE STATE 
HOSPITAL OR OTHER AFFILIATION 
position OR OCCUPATION 
2 years $12 2 yeors $9 1 $5 


PLEASE DIRECT YOUR REPLY TO i@ E DIVISION ST. CHICAGO 10, ILL. 


>, subscription rates, which have 
>, been unchanged since 1936 
©. when Hospirats became a 
- monthly publication, will 
>. beincreased from $2 (mem- 
». ober rate) and $3 (non- 
4 member rate) to $5 per 


year. 
Institutional and _per- 


sonal members of the As- 


sociation still will receive 
membership copies of the 
journal through automatic 
. dues allocation. 

a To order additional subscrip- 
= tions for your hospital or for 
a friend, just use this con- 

venient coupon. 
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A health program for emp 
by Helen A. Reischi, R.N. 
MISS REISCHL points out that al- 
though there is no custom made 
medical and health program which 
suits the requirements of all hos- 
pitals, no hospital is too large or 
too small to carry out the objec- 
tives of a sound health program. 
She says that health programs 
have paid dividends in improved 
employee health, improved morale 
and reduction in absenteeism. 
An occupational health nursing 
consultant for 13 years, Miss 
Reisch] has been in a position to 
observe the changing trends in 
health promotion and health main- 
tenance programs for more than a 
decade. She is a graduate of the 
School of Nursing, St. Agnes Hos- 
pital, Fond du Lac, Wisconsin and 
was granted her Bachelor of Sci- 


introducing the authors 


f 


ence Degree in Public Health Nurs- 
ing from Marquette University 
College of Nursing, Milwaukee. 


MISS REISCHL MR. LUDLAM 


Guide to a planned safety program 


by James E. Ludiam 


Mr. LUDLAM, a specialist in 
hospital law, reports in detail the 
experience of 120 hospitals which 
are participants in the California 


Law of Physics 


One of the best ways to determine exact 
temperatures is by melting point of pure 
chemical compounds. This is the law on 


which DIACKS are based. 


In autoclaving, what else is more im- 
portant than to know you have the full 


250° temperature shown by a -fused 


DIACK Control? 


DIACKS are an immediate, laboratory-precision means of showing the two 


vital factors of sterilization: 


1—Temperature of 250° 


2—Time—Twice that required to kill B. subtilis 


Used for 46 years in conservative hospitals, never has an infection been traced 
to the autoclave checked by properly-placed DIACK CONTROLS. 


SMITH & UNDERWOOD, CHEMISTS 


1847 North Main, Royal Oak, Michigan 
Sole manufacturers of Diack and Inform Controls Since 1909 — 


Hospital Association's group liabil- 
ity program. As general counsel 
for the California Association, and 
as attorney for 
20 individual 
hospitals, Mr. 
Ludlam has had 
intimate contact 
with the com- 
plex liability 
problems be- 
setting both 
hospitals and in- 
surance com- 
panies. 

A graduate of 
Stanford University and Harvard 
Law School, Mr. Ludlam is a mem- 
ber of the Los Angeles law firm of 
Musick, Peeler & Garrett. He is 
general counsel for the Hospital 
Council of Southern California: 
board member, secretary and gen- 
eral counsel for Hospital Service of 
Southern California and a member 
of the American Hospital Associa- 
tion Committee on Insurance. 


DR. KARPAS 


Medical bedside teaching 
and the patient 


by Jack Karpas, M.B., Ch.B. 


Dr. KARPAS was graduated from 
the University of Cape Town 
(South Africa) Medical School in 
1931. After serving his residency, 
he practiced in Parow, Cape Town 
for 20 years. During this period he 
was a municipal counselor and 
served a term as mayor. 

In 1951 he emigrated with his 
family to Israel where for 18 
months he practiced as a pedia- — 
trician in Haifa. In September, 
1952, he joined the Hadassah Med- 
ical Organization as deputy direc- 
tor and director of its hospital 
services. This organization, which 
is supported by Hadassah, the 
Women’s Zionist Organization of 
America, includes the University 
Hospital in Jerusalem, the Negev 
Hospital in Beersheba and the Tu- 
berculosis Hospital in Safed. 

In 1955, he spent some time 
studying hospital administration in 
the United States. _ 
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these diuretics 
conserve a precious 
hospital commodity... .TIMe 


Initiating therapy in cardiac failure with 

injection of MERCUHYDRIN and then y 
keeping the patient edema-free with oral 
-NEOHYDRIN saves precious time for all | 
personnel —time which can be utilized for 
_ $0 Many important tasks in the daily hos- 
pital routine, 

Nurses’ work is simplified because de- 
_pendable MERCUHYDRIN is stable, needs 
no preparation, is ready for immediate in- 
jection. And oral NEOHYDRIN frequently 
avoids the need for injections, permits 
patients to become ambulatory more 
rapidly, eases nursing care and shortens we 
the hospital stay. | 


_ standard for initial control of severe failure for maintenance of the edema-free state 
TABLET 
| 
MERCUHYDRIN NEOHYDRIN 


BRAND OF WERALLURIDE INJECTION . 
ium 2 WETHORY PROPYLUSEA EACH TAELET) 


LABORATORIES, INC, MILWAUKEE 1, WISCONSIN 
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Visitors at the convention expressed such lively inter- 
est in what we had to show, we've found their enthusi- 
asm contagious! We want to lose no time in passing 
the good news to everyone. 


And it IS NEWS—not a presentation of claims, but 


of facts! 


Basing their confidence on proven results, institutions 
rely on our plaques and signs to stimulate their fund 
raising campaigns and to provide a continuous 
source of fund donations. 


We have in our files letters from institutions concern- 
ing the acceleration of donations once a system of 
“Recognition Through Plaques" is established. 


Why not join the many who got the facts first hand 
from us at the convention? You'll share their en- 
thusiasm, we're sure. 


LET US SEND YOU OUR SPECIAL CATALOG 
FOR HOSPITALS and INSTITUTIONS 


lt tells all about our special services for YOU. We 
have the know-how to make the suggestion that will 
assure your success and we have an outstanding 
organization with complete facilities and a great 
modern plant—all at your command, at your service. 
Hospitals send us their problems and we send back 
color sketches and suggestions for prompt considera- 
tion—and the service is free. But let us tell you all 
about it. 


Write to “BRONZE TABLET HEADQUARTERS” 


UNITED STATES BRONZE Sign Co., Inc. ... dept. 1-12, 570 Broadway, New York 12, N.Y. 
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YOU DON’T HAVE 10 MISS : 
WHAT WE SHOWED IN... | 


suggestions for 
positive and 
continuous fund- 
raising, plus an 
appealing "new look’ 
for your 
institution! 


®@ Signs for Wards and Doors 


@ Plaques to Stimulate Fund Raising 


® Directional Signs 

Memorial Plaques 

® Name Plaques for Rooms, and Doors 
Wall Plaques 


® Name Plates for Doctors’ Offices, Depart- 
ments, and Laboratories 


Also Available 


Modern Individual Letters in Bronze 
and other decorative metals for 
outdoor use on buildings, clinics, 
gates, walls, etc. 
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ordinary plaster 


BAND AGE makes stronger, lighter, 


water-resistant casts 


at last a water-resistant cast! Yet it’s stronger than 

ordinary plaster! New casts of Metmac® resin plaster 

of Paris BANDAGE can be washed—resist urine and 

wound exudate—are porous to water vapor. Are little 

affected by humidity or body moisture. Do not become 

soft, weak and soggy in humid weather as do ordinary 
plaster casts. 


lighter, less fatiguing shoulder spica of Metmac 
Banpace. Encourages prescribed exercise. Shortens 
hospital stay. Makes care easier. Bandage for bandage, 
Metmac Banpace has 2 to 4 times the strength of ordi- - 
nary plaster—is self-mending in the early molding stage. 
Fashion these better plastic casts with fewer bandages. 


Easy to apply and remove. |. Just dip Metmac 
BanpacE into tepid water for 5 to 10 seconds. 
Squeeze out excess water thoroughly. Apply. 


2. Use about half the usual number of rolls Davis « Geck : 
Cor less). 3. Dispose of waste the same as with 
ordinary plaster. There is less mess. 4. Remove 

the thin cast easily with cast cutter, knife or 

cast saw. Send for sample. M i M A 

Sensitivity: Since this product may contain traces resin plaster of Paris g A N p A F E 

of formaldehyde, persons who are known to be 

sensitive to it should be observed closely for 

dermatitis. Operators using the bandage repeat- Davis & Geck. Inc., a unit of American Cy arvamid 

edly should wear rubber gloves if skin sensi- Company, Danbury, Connecticut. 

tivity exists. Sutures and other surgical specialties 
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THESE SERVICES 
LINDE oxygen itself may be invisible, but < 

| | the “extras” you get with it are easily seen. 


Motion pictures, monthly bulletins, hand- 
books, and technical aids are available free of 
charge to users of Linpe Oxygen U.S.P. This 
material is designed to help hospital personnel 
to administer oxygen effectively, economically, 


and safely. 


In addition, special LivpE representatives 
| | assist hospitals in solving specific problems 


SS oe : pertaining to oxygen therapy. Call Linpe 


when problems arise or. better still. call before 


they arise. Frequently Lanpe,can help you to 


“ avoid them. 


Union Carbide ond Carbon Corporation 


| East 42nd Street, New York 17, Cis 
le Canada: LINDE AIR PRODUCTS COMPANY 
oy | Division of Union Carbide Concda Limited, Toronto | 


{formerly Dominion Oxygen Company) _ 
— 
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Clip-Sharp 


¥ 


s 


Remove cover — hold box in one hand. With other 
hand lift one wire holder (24 Blades) from box. 


Grasp the wire clip between thumb and index 
finger and squeeze the wire. This releases the ten- 
sion and enables the blades to be easily removed 
from the clip. 


Holding the bledes between thumb ond index 
finger, simply slip them onto the rock. It's quick 
— ond easy! 
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now! 

quick, 

easy 

blade 
sterilization 
with 


TRADE MARK 


Clip-Sharps® are convenient wire clips containing 
24 unwrapped A.S.R. Command Edge Surgical 
blades. There are six clips per box, protected by 
rust inhibiting paper. 


Any sterilizing rack and any reliable, non-corrosive 


sterilizing agent may be used. 


If you do not wish to sterilize the entire clip of 24 
blades, remove only the required number from the 
clip and place them on the rack arm. 


All A.S.R. Surgical Blades are Sharpometer tested. 


_ The A.S.R. Sharpometer, only device of its kind, 


measures the critical edge-fineness of every lot of 
A.S.R. Surgical Blades. These tests enable A.S.R. 
to guarantee... precise, uniform sharpness and 
dependability for every single blade! 


Available through your Surgical Dealer. 
Write for further information. 


HOSPITAL DIVISION 


AMERICAN SAFETY RAZOR CORP. 
380 MADISON AVENUE 
NEW YORK 17, N.Y. 
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gives 


all washables 


New Armour discovery gives all fabrics you wash a luxurious, | 


soft finish! Makes whites whiter, colors brighter. Actually salliine. 


blues and brightens in a single rinse for just pennies a load! 


Now VELVA-SoFT, the miracle fabric softener, has 
new BLU-BRITE added — Armour’s exclusive combina- 
tion fabric blue and brightener. Makes VELVA-SOFT 
the only product in the world that softens, blues and 
brightens everything you wash—does all three in a 
single rinse! Towels come out nearly twice as thick 
and fluffy. Muslin sheets become as smooth as per- 
cale. All white goods come out gleaming and snowy 
white, and colors are brighter than ever! What's 
more, fabrics actually last longer, wear better when 
they're rinsed in mew VELVA-SOFT! 

New VELVA-SOFT with BLU-BRITE makes laundering 
Operations much easier, too! A VELVA-SOFT finish re- 
sists dirt, grease, food and body stains, so fabrics come 
clean quicker — you'll have fewer re-runs. VELVA-SOFT 
works equally well on a// fabrics—natural and syn- 


thetic. And VELVA-sOFT treated fabrics are practically 
static-free, almost wrinkle-free. That makes the shake- 
out period shorter and ironing easier. 

All these amazing VELVA-SOFT benefits require no > 
extra work. You simply add new VELVA-SOFT with 
BLU-BRITE to your final rinse! And since it is the 
final rinse, none of the softening, bluing and bright- 
ening powers are washed away. 

Diapers and surgical linens are softened and 
sanitized! New VELVA-SOFT containing BLU-BRITE 
sanitizes as it softens diapers. Diaper rash bacteria 
(bacillus ammoniagenes) are stopped before they can 
cause irritation. Surgical linens maintain this sanitized 
treatment from one wash to the next. 

Send for a trial order, today. See for yourself the 
amazing difference a VELVA-SOFT rinse can make! 


Muslin Sheets Feel Like Percale! 

New VELVA-sort softens fibers and gives 
fabrics a smooth, soft finish. Makes even the 
roughest muslin sheets feel as smooth and 
luxurious as percale! 


Makes lroning Much Easier! 


Fabrics treated’ with new VELVA-SOFT are 


practically static-free— almost wrinkle-free. 
VELVA-SOFT finished clothes shake out faster 
—folding is easier ! : 


Gives Fabrics Longer Life! 

A VELVA-SOFT finish keeps dirt and grit out 
of fibers—restores natural flexibility and 
lubricity. Reduces stiffening, fraying, break- 


_ ing of fibers — mechanical wear -of fabric! 
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soft, fluffy finish 
and blues, too! 


Mail this coupon today! 


Armour Industrial Soap Department, HO12 
1355 West 31st Street, Chicago 9, Illinois 
Please send me: 
Free VELVA-SOFT booklet and price information. 
Trial Order (with a money-back guorantee!) of new 
VELVA-SOFT with BLU-BRITE— 125 Ib. drum @ $27.50. 


INDUSTRIAL SOAP DEPARTMENT 


© Armour and Company + 1355 West 31st Street + Chicage 9, Illinois 
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Hospitals abroad 
TO THE EDITOR 
Dear Sir: 

I RECENTLY vacationed abroad. 
I could not divorce myself entirely 
from business and spent some time 
learning about hospitals in the 
countries I visited. Besides attend- 
ing the Congress of the Interna- 
tional Hospital Federation in 
Luzerne, Switzerland, I visited 
several hospitals in Stockholm, 
Sweden. 

In an appointment with Mr. 
M. E. Molander, director in charge 
of the Central Hospital Planning 
Bureau for Sweden, I learned two 
things that might be of interest 
to your readers. 

General hospitals are generally 
owned and operated by the County 


Councils or the bigger cities and 
the university hospitals in Stock- 
holm (Karolinska sjukhuset and 
Serafimerlasarettet) and Uppsala 
(Akademiska sjukhuset) only are 
owned and operated by the State. 
The mental hospitals, on the other 
hand, are run by the State except 
the ones in Stockholm, Gothenburg 
and Malmo. It is my understanding 
that the planning functions for 
the state-owned hospitals are con- 
centrated in the Planning Office 
in Stockholm. 

We also discussed what Sweden 
is now doing in hospitals for civil 
defense, and I learned that accord- 
ing to law, all hospitals must have 
air raid shelters available on hos- 
pital property and many have al- 
ready complied. In existing hos- 


pitals, shelters sometimes have 
been built in granite cliffs which 
may be nearby. For new hospitals, 
however, and for hospitals where 
such work can be planned, a sub- 
basement will be built. 

The shelters are intended to 
serve a two-fold purpose; as an 
area to which patients can be evac- 
uated: when an alert is sounded 
and as a place to use as an emer- 
gency treatment and dressing sta- 


tion once a bombing raid is over 


and the patients have been evacu- 
ated. 

In the new hospitals air raid 
shelters include the following: one 


Square meter or approximately 


nine square feet per patient; gas 
proof construction; ramps for ap- 
proach, and an area divided into 


SUPERIOR ORAL PENICILLIN 


(200,000 UNITS) 


i 

3 | V-CILLIN, 125 
: | 
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SOLUBLE PENICILLIN—G, - 
200,000 @NITS 


HOURS AFTER ADMINISTRATION 
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smaller “rooms” to avoid the ap- 
pearance of confusion and to pro- 
vide for some desirable segregation 
on a medical basis. 
Protection against the destruc- 
tion of the A-bomb or H-bomb can- 
not be provided in so called “nor- 


mal” sub-basement shelters. Plan- 
ning is proceeding on the basis that 
such protection can be achieved 
only in granite cliffs or in special 
bunkers.—RoBERT V. Fay, assistant 
administrator, Bridgeport (Conn.) 
Hospital. 


EDITORIALS FROM OTHER JOURNALS 


The following excerpt is from an editorial that appeared in the October, 
1955 issue of The Journal of the Indiana State Medical Association. Statistics 
from the Administrators Guide, Part I! of August, 1955 HOSPITALS were 
quoted extensively at the editorial's outset and. formed the base for these 


conclusions. 


THESE FACTS AND FIGURES pre- 
sent a tremendous story, one in 


which hospital administration and — 


doctors alike can take pride. Ap- 


proximately half of the hospitals 


are voluntary. They were built 
and organized on a_ voluntary 
basis, and are contributed to suf- 
ficiently to allow them to continue 
on an income from patients of 90 
per cent of their expenses. 

They care for the great majority 
of the acute short-term cases. 


Year after year they have de- 
creased the hospital stay without 
interfering with the patient’s re- 
covery. They have increased their 
admissions, and have rendered 
good service in spite of increased 
demands on personnel and a de- 
creasing supply of personnel. They 
have stubbornly and _  adroitly 
avoided a substantial part of the 
general increase in the cost of liv- 
ing, and in terms of purchasing 
power today, offer the public its 
biggest bargain. They offer more 


in terms of the 1935 dollar now 
than they did then. 

All this has been accomplished 
by an extremely complex oper- 
ation of which the hospital is the 
focal center. Advances in medicine 
and surgery, new drugs, prepay- 
ment plans for medical expenses, 
good hospital management, and 
devoted service on the part of all 
the people who are concerned with 
hospital care, have all contributed 
to this remarkable record. 

During the year 1955, one out 
of every eight persons in the 
United States will be a hospital 
patient. They will be cared for in 
a hospital plant which in the ag- 
gregate is valued at more than 
ten billion dollars. The cost of hos- 
pital care will exceed five billion 
dollars. This is big business. It 
would be big business in any 
league. It is certainly not big busi- 
ness from the standpoint of pro- 
fits, but it is big business on the 
basis of total outlay, and on the 
tremendous profits it produces in 
good health, quick return to work, 
the saving of life and relief of 
suffering. 


higher blood levels 
maintained longer 


OFT Oe 


« 


a unique chemical composition which assures stability in the presence of acid. Therefore, there 
is no loss of potency due to stomach acidity. “V-Cillin’ produces higher blood levels and a longer 
duration of high concentrations. It is rapidly absorbed from the duodenum. 


dosage: 125 or 250 mg tid. 


supplied: Attractive green-and-gray pulvuies of 
125 mg. (200,000 units), in bottles of 50. , 
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KLING Conform 


for autoclaving. 


absorbent KLING 
Bandage is PRE-BAGGED, 


Stretches over 40% 
—makes comfortable bandages that 


Soft 
ready 


j 
6 inch 4 inch 
Does not slip or part with flexing 
itself 
... clings to itself. 
ill 
will not constrict swelling. 
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Individual Room ‘Temperature Control 


Milwaukee hospital modernizes by installing 


Honeywell Thermostat System in every patient’s room 


Selective room temperatures, providing for the varying 
therapeutic and comfort needs of the patient, are main- 
tained by the Honeywell Thermostat System. A tiny, 
stainless steel molding, securely attached to the face of 
the plaster wall, encases and protects the small wire from 
the thermostat. Thus, there is no need for redecorating 
and the wire is not affected by scrubbing of the walls. 


This is the new Honeywell Round —the thermo- 


stat chosen for use in St. Luke's. Its simple, modern 
styling blends perfectly with the hospital's contemporary 
interior. Nurses appreciate its easy-to-read, easy-to-set dial. 


Plan of a typical floor in the 177-bed hospital. T's indi- 
cate where thermostats have been placed in each room. 
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‘ings without disturbing routine. 


| of America’s up-to-date, well equipped 


hospitals has substantially increased patient 
welfare and comfort, as well as the comfort of 
staff members, by adding Individual Room Tem- 


perature Control. 


St. Luke’s in Milwaukee, Wisconsin, completed 
and dedicated late in 1952, incorporates many of 
the latest developments in hospital construction. 
Electrically operated high-low beds can be raised 
and lowered by patients. And each patient room 
features a 2-way intercommunication system with 
the floor nursing station. 


And now, with the addition of a Honeywell 
Thermostat System in each room, the wémost in 
patient comfort has been assured. Physicians and 
surgeons can prescribe exactly correct room tem- 

ratures to help speed patient recovery. And these 
individual room temperatures will be automaticall 
maintained despite the varying effects of wind, 
sun and open windows. 


If you're planning to saiiialien | your hospital 
or build a new one, it will pay you to look into 
Individual Room Temperature Control. The 
Honeywell Round System used by St. Luke's can 
be installed at low cost in existing hospital build- 

No building alter- 
ations are necessary. 

For complete information on Honeywell Con- 
trols for your hospital, call ‘ye — Honeywell 
office. Or write Honeywell, HO-12-142, 


351 E. Ohio Street, Chicago inots. 


Merton E. Knisely, Administrator of St. Luke's, 

“Despite our modern heating system at 
St. leliol s, we found that sun, wind and large 
window areas were resulting in underheating or 
overheating. The addition of a Honeywell 
Thermostat in each room has solved that 
problem. It also has made patients feel more 
like guests by allowing them to establish their 
own comfort level. Both patients and staff ap- 
preciate the added comfort provided by In- 
dividual Room Temperature Control.” 


Honeywell 


Hospital Temperature Controls 


112 offices across the nation 
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“take it from 
one who knows what — 


can mean...” 


Any nurse will say .. . ““Phonacall 
saves me hundreds of steps daily .. . 
serves my patients faster. . . and 
introduces added efficiency with a 
completely new plug in system’”’. From 
ide station to nurse’s control unit 
.. . Phonacall is entirely Faraday 
designed and manufactured for 
efficient, step saving operation and | 
maintenance. All component parts are 
—- by simply plugging into wal) 
ets. 


Save nurse’s time . . . increase 

efficiency ... serve patients better by 
installing a Faraday Phonacall system 

now! Write today for information. 


Unified responsibility 

—designed and 

manufactured by 
araday. 


FINGERTIP EFFICIENCY 


ADRIAN, MICHIGAN 
SPERT! FARADAY OF CANADA, LTD. MONTREAL, QUEBEC 


Inc. 


The material which follows has been prepared by the Joint Commis- 


accreditation problems 


KENNETH 8. BABCOCK, M.D. 


sion on Accreditation of Hospitals, Dr. Kenneth B. Babcock, director, to 


provide authoritative answers to 
Questions should be sent to the 
Street, Chicago |1, or to HOS 


and his staff. 


Will a hospital be given demerits by 
the Joint Commission on Accreditation 
of Hospitals on the scoring report if it 
is found that nursing aides or practical 
nurses are being used by a hospital as 
the “scrub” nurse or clean nurse? 

The work of a “scrub” nurse or 
clean nurse is considered to be 
mostly mechanical, and it is not 
necessary to use a graduate nurse 


in this capacity. This was proved 


by the armed services during the 
last war; they trained corpsmen or 
technicians to do this work, and 
they did a wonderful job. With the 
shortage of graduate nurses still 
critical, hospitals can alleviate the 
situation by training ancillary per- 
sonnel to do some of the mechanics 
of nursing like those duties per- 
formed in operating rooms and 
nurseries. Never forget, however, 
that such persons must always be 
supervised by a trained graduate 
nurse. 

Our hospital is a small one of 60 beds. 
Do we have to have a medical library 
in our own hospital? There is a big 
hospital a short distance away with a 
very complete medical library. Most 
of our medical staff are on the staff 
of the big hospital also. 

Every hospital must have a med- 
ical library if it is to receive full 
accreditation. A library in a small 
hospital should have current pub- 
lications (journals and magazines) 
pertinent to the services in that 
hospital. It should also have up-to- 
date basic standard texts on sub- 
jects pertinent to the medical care 


in the hospital. This latter is espe- 


cially important for emergencies, 
day or night, when a quick look or 
reference is needed. A surgeon, for 
example, with a case of cut ten- 
dons to suture, should be able to 
readily refresh his mind from an 
anatomy or operative surgery text. 


uestions concerning accreditation. 
oint Commission, 660 North Rush 


PITALS for referral to Dr. Babcock 


It cannot be done with the library 


blocks away. The Standards of the 
Joint Commission are quite clear 
on this subject under CONTIN- 
GENT I D, as follows: 
1. Organization. 

“There shall be a medical 
library directed by a competent 
medical librarian.” (In a small 


hospital a librarian consultant or 


advisor is acceptable.) 
2. Facilities. 7 | 
“Books and journals shall be 
catalogued and shall be readily 
accessible.” 
3. Personnel. 3 
“Personnel shall be provided 
to assure efficient service to the 
medical staff.” 


Who receives the Bulletin of the 
Joint Commission on Accreditation? 


The average mailing of the 
Bulletin. is approximately 20,000 
copies. Every hospital listed in the 
Directory Section of the Admin- 


istrators Guide Issue, Part II, 


August HOSPITALS, the Journal of 
the American Hospital Association 


receives two copies. One is directed | 


to the chief of staff and the other 
to the administrator. State and 
county medical societies; medical 
schools; state, district and area 
hospital councils or associations; 
and special organizations and in- 
dividuals also receive copies. 

It is suggested that the adminis- 
trator route his copy through his 
assistant to the pathologist, roent- 
genologist, to the medical record 
library for posting on the bulletin 


board, and finally to the librarian ~ 


for her files. The chief of staff 
should route his copy to the vari- 
ous chiefs of service and finally to 


- the medical record librarian who 


can file it for future reference. 
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_ misone and prednisolone in ocular disease, to be 


- greater therapeutic benefits 
- fewer unwanted effects 


METICORTELONE resembles METICORTEN in antirheumatic, anti- | me 
inflammatory and .antiallergic effectiveness.'-'' The availability of < 
these new steroids, first discovered and introduced by Schering, pro- 
vides the physician with two valuable agents for safer, more effective 


cortical hormone therapy. 


Bibliography : Pechet, M. M., and Boliet, A. J.: J.A.M.A,. 157:311, 1955. 
(2) Waine, H.: Rheumat. Dis. 5:81, 1955. (3) Toiksdorf, S., and Perlman, P: Fed. 
Proc. ]4:377, oss. (4) Herzog, H. L., and others: Science /2/: 176, 1955. (5) Bunim, J. J.; 
Black, R. L.; Bollet, A. J., and Pechet, M. M.: Ann. New York Acad. Sc. 6/:358, 1955. 
(6) Henderson, E.: New developments in steroid therapy of rheumatic diseases, presented 
at New Jersey State Medical Society Meeting, Atlantic City, New Jersey, April 17-20, 1955. 
(7) Boland, E. W.: California Med. 82:65, 1955; abs., Curr. M. Digest 22:53, 1955. (8) King, 
J. H., and Weimer, J. R.: A.M.A. Arch. Ophth. 54:46, 1955. (9) Criep, L. H.: Prednisolone 
and prednisone in the treatment of allergic diseases, to be published. (10) Sternberg, T. H., 

and Newcomer, V. D.: Am. Pract. & Digest Treat. 6:1102, 1955. (11) Gordon, D. M.: Pred. 

published. 
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once upon a time, mama had TB... 
but that was long ago —a fading memory. She's a 
happy mother now, leading a healthy, normal life; 
not the semi-invalid she expected to be — way 

back when she was eighteen and had TB. 


It all started with a tonsillectomy. That's what 
brought her to the hospital. Then her personal world 
came tumbling down, when the radiologist spotted 

a telltale shadow on the chest x-ray film taken 

as a part of the routine entrance examination. 
Medically speaking, it was a tiny lesion—tuberculosis 
in its earliest stages — but to her, it was the final 
tragedy. Like many people, she thought of TB 

as the all-powerful killer that couldn't be denied. 
At the sanitarium her outlook changed . . . she 


* NEWSWEEK families will 
message in the December 


beuer appreciate the Radiologix «5 « physician after 
12 issue. Reprints of each advertisement in this series are available. 


saw a different picture. There, she learned first-hand 
of the medical profession's great progress in 
combatting tuberculosis. There, in a calm, relaxed 
environment, hope for the future revived. In 

less than a year, the TB was arrested . - and she’s 
living happily ever after. 


This young mother’s case illustrates the ‘‘happy endings’’ 
made possible by early x-ray detection and prompt treat- 
ment of tuberculosis. Through the development of ever- 
better x-ray apparatus, General Electric implements the 
important work of the skilled, medically trained x-ray special- 
ists—the radiologists who have done so much to uncover TB. 


Progress Is Our Most Important Product 
GENERAL @@ ELECTRIC 


industry, too, relies on General Electric X-Ray for non-destructive testing and inspection equipment» 
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SPEED 
PRESSURE INSTRUMENT STERILIZER 


SQUARE © Wrapped Instruments 


© 3-Minute Emergency 
Roytine 


CYCLOMATIC 


Ask your American Sterilizer representative or write for , 
CATALOG No. C-112R) 


AMERICAN STERILIZER COMPANY e ERIE, PA. 
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NOW! 


A WHITE SEAT THAT 


STAYS 


WHITE AND CAN TAKE IT! 


White seats look more sanitary, are easier to keep 
sanitary. Now you can install white seats for all in- 
stallations—white seats that won't “yellow” for a 
lifetime of normal use! 


With the new Olsonite White Shock-Proof Seats, it’s 
easier to keep that clean, sanitary appearance than 
with black seats. Shock-Proof Olsonite Seats have also 
proven their ability to withstand shocks 5 times 
greater than ordinary solid one-piece seats. Deliberate 
abuse won't crack, chip or break Olsonite Shock-Proof 
Seats—and they won't absorb water. When installed, 
there is no exposed metal to rust or corrode. 

Like all Olsonite Seats, Shock-Proof models are solid 
one-piece construction—there is no applied finish to 
crack or peel. They are sanitary white all the way 
through. Be sure to install the seat that stays white— 


_ the seat that can “take it” without damage for a life- 


time of normal use— Solid Olsonite Shock-Proof Seats. 


Olsonite Shock-Proof Models 
Are Available in White or Black 


Swedish Crucible 


Division 


8561 Butler Ave., Detroit 11, Michigan 


Originators of the 


4 


CATALOG! 
| presenting the most complete line of hospital and physicians’ equipment 


... for the operating room, patient rooms, nursery, examination room, consultation room. 
You'll want a copy of this valuable 320-page reference book at your fingertips. 


WRITE ON YOUR LETTERHEAD FOR YOUR FREE COPY TODAY 


specify for every room 


1920 SOUTH JEFFERSON «+ ST. LOUIS, MISSOURI 
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HERAPY PAYS- 


IVIDENDS |! 


Dividends of happiness to your patients 


... dividends to nurses and doctors, too! 


Because cheerful patients are easier to care | a4 
for. And nothing brightens up a patient like | 
flowers from far-away friends. 


That’s Floral Therapy! 


And remember, the fresh flowers delivered 
by your F.T.D. Florist are pre-arranged 
for your convenience. They 
need no special care. 


No extra work or handling 
with F.T.D. FLOWERS! 


Fiorists’ 
TELEGRAPH 
Detivery 
ASSOCIATION 


Headquorters: Detroit, Michigan 
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BETTER BUSINESS METHODS 


[For 
Through Lower 


ene 


ses 


Profits 
Costs 


Greater 


Why Hospitals Are Using Mechanical Card 
Filing For The Master Patient Index 


More and more hospitals 
throughout the country are find- 
ing it pays to use Remington 
Rand Convé-Filer for the Master 
Patient Index because of big sav- 
ings in reference time, clerical 
costs and filing efficiency. The 
operator remains comfortably 
seated. Just the touch of the toe 
on a foot pedal (or the finger on 
a push-button selector) and the 


tray containing any one of 
200,000 cards is positioned elec- 
trically at convenient, efficient 
desk height. Convé-Filer is out- 
standing as the most efficient 
equipment yet developed for a 
large active card file. Exhaustive 
tests made by methods analysts 
show that savings to be obtained 
with Convé-Filer more than jus- 
tify its original cost...savings of 
30% on clerical cost alone. Get 
full particulars. Circle LBV160 
on the coupon. 


The new manual, “Purchas- 
ing Procedures That Save 


buying. These new purchas- 
ing procedures tell you in an 
instant whether specifica- 


hospital-wide needs have 
been anticipated, and how 


Get Free Manual on Proved Purchasing Procedures 


Time and Money,” can be 
your guide to more efficient | 


tions are complete, whether . 


guide. Circle X1202. 


much an order can be in- 
creased or decreased. 

You'll see methods that en- 
able you to estimate deliveries 
and review experience with 
vendors. This free manual 
also features control of stock 
on hand and outstanding 
orders. Send for this buyers’ 
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Compact Model 8 
Camera — Ideal for 
Hospital Microfilming 


The Remington Rand Film-a- 

record, Model 8 Microfilm Camera 

combines big machine perform- 

ance with portability and econo- 

my. Requires no more space than 

a typewriter yet produces the 

finest, most accurate microfilm 

results. With microfilm, your 
hospital can quickly and econom- 

ically modernize its record filing 
and retention system to conserve 

space,-time and energy. Your. 
case histories and hospital rec- 

ords on film conserve up to 94% 

of original-record filing space. 

Thousands of square feet of val- 

uable hospital floor space can be 

immediately reclaimed for scien- 

tific and medical use. 

Call Remington Rand for a 
free analysis of your hospital 
record-handling procedures. 

Circle F383 on the coupon. 


Memington 


DIVISION OF SPERRY RAND CORPORATION 


, Room 2247, 315 Fourth Ave., New York 10 


Kindly send literature circled: 


| 

| LBV160 F383 X1202 | 
| | 
| 

| Hospital | 
Address 
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THESE WINDOWS CREATE 
A HEALTHFUL, 
HOMELIKE ATMOSPHERE 


There’s no “barred look” with these 
Fenestra’ Psychiatric Package Window Units 


In the attractive appearance of these modern, 
awning-type windows in Kansas City’s new 
Psychiatric Receiving Hospital, there is nothing 


to suggest restraint. The needed protection is in 


the window’s design, and in its covering screen. 
Besides the steel window itself, the Fenestra 


Psychiatric Package Window unitincludes steel 


casings, operating hardware (bronze adjuster 
handle is removable), and the choice of three 
specialized, flush-mounted, inside screens. (1) 
A Detention Screen gives maximum restraint. 
The finest stainless steel mesh is attached to 
strong, concealed shock absorbers. (2) A Pro- 
tection Screen, without shock absorbers, is used 
for less disturbed patients. (3) An Insect Screen 
is used for windows in nonrestraint areas. All 


PSYCHIATRIC 


CNCSTTA | winDows 


Fenestra Psychiatric Window units lend hondsome appear- 
ence to the Psychiatric Receiving Hospital, Kansas City, Mo 


Architect: Cooper, Robison & Carlson, Kansas City. 
Contractor: J, E. Dunn Construction Co., Kansas City. 


: 


Ned 5 


three screens, of course, serve as insect screens. 
This window has no projecting parts to en- 
courage climbing. There are no sharp corners. 
The patient can’t get at the glass. All-weather 
ventilation is controlled without touching the 
screen. Window is washed inside and out, from 
within the room. 
_ To eliminate maintenance painting, Fenestra 
windows are available Super Hot-Dip Galva- 
nized, from America’s only plant specifically 
designed for hot-dip galvanizing of steel win- 
dows. For complete details, call your Fenestra 
Representative, listed in the yellow pages of 
your classified telephone directory, or write 
Detroit Steel Products Co., Dept. H-12, 2292 
East Grand Blvd., Detroit 11, Michigan. *® 


Architectura!, Residential and Industrial Windows 
Meta! Building Panels « Electrifloor* Roof Deck 
Hollow Metal Swing and Slide Doors 
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1. Testing raw materials 


OHIO 
MEDICAL GASES 

Cyclopropane 

Nitrous Oxide 

@ Ethylene 

@ Oxygen 

@ Helium 

Carbon Dioxide 
@ Oxygen-Carbon Dioxide | 
Helium-Oxygen 
@ Ethyl Chloride 

Trimar 

® Vinamar 


Chemical 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO. 


Madison 10, Wisconsin 
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triple-tested for 


QUALITY 


3. Testing contents of 
individual cylinder 


The Ohio label on the blue cylinder of 
nitrous oxide is your assurance that it is 
triple-tested. — ‘setting’ standards that 


| U.S.P. requirements. 


Cylinders are inspected, cleaned, and 
reconditioned before filling and then 
sealed against dust and tampering. Nylon 
valve seats insure safe, dependable 
operation, and Teflon washers provide 
easy-opening, self-sealing. protection 
against leakage. 

Prompt, dependable delivery from a 
nationwide network of over 500 Ohio 
branches and authorized dealers. 


You can place your confidence in Ohio 
Nitrous Oxide — triple-tested for quality. 


Ohio Chemicat Pacific Company, San Francisco 3 
Ohio Chemical Coneda ttd., Toronto 2 

Airco Company internetional, New York 17 

Cie. Cubaia de Oxigeno, Havana 


GED Divisions end Subsidiories of Air Reduction Compeny, inc. 
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AT THE HANDSOME, MODERN NE 


FAYETTE COUNTY HOSPITAL, 


VANDALIA, ILLINOIS 


Everything in and about the new Fayette County Hospital is 
efficient, neat, orderly and pleasant. Located in a quiet residential 
neighborhood, with grounds superbly landscaped, this modern 
hospital has gone to great lengths to provide the ultimate in care 
and comfort for its patients and personnel. : : 


Like countless other fine institutions, the Fayette County Hospital 
has provided Ivory Soap for the personal cleansing needs of those 
within its walls. Again, a fine soap is chosen to serve a fine hospital. 
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99 44/100% PURE 
17 FLOATS 
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CONDUCTIVE FLOORS, IMPROPERLY MAINTAINED. 


insist upon a conductive wax 
bearing this seal... 


Static electricity strikes without warning. The 
installation of conductive floors in the operating 
suite is one answer to your safety problem... but 
only part of it. They must be maintained properly 
with safe cleaners and waxes to retain their con- 
ductivity and safety factor! 


All conventional waxes and finishes are insulators 
which immediately decrease conductivity and en- 
hance the possibility of an explosion. Yet the floor 
must be waxed because unfinished, it often has un- 
satisfactory gloss, is hard to clean and wears out 
too soon. Only an accepted conductive wax should 


CONDUCTIVE WAXES. 


ever be applied to conductive floors! 


There are only two waxes that bear the Underwrit- 
ers’ Label on the basis of safe electrical conductiv- 
ity ... these are Huntington’s VC-2C (clear) and 
H-22 (black) Conductive Waxes! They are water- 
based waxes and produce a durable, water-resistant 
surface that may be polished to a high luster. 


Tell us the type and color of conductive floors you 
have and we'll see that you receive samples of the 
correct Wax for your use. There’s no obligation. 
Write your request to Huntington Laboratories, 
Inc., Huntington, Indiana, today! 
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Here's the complete pockage for sefety' with SPAL Concentrate Detergent 
Meointenence of conductive fieors oper- 
oting suites must be hendied differentiy 
... bet ws show you how! 


Microfilming medical records 


What is the opinion of the Ameri- 
can Hospital Association regarding 
microfilming of medical records? 


Microfilming is used by a num- 
ber of hospitals. It is possible by 
such means to reduce the amount 
of space required to about 1 per 
cent of that needed for storing 
records in their original form. 
Space saved will depend on the 
way in which the microfilmed 
records are filed, the maximum 
saving being effected when it is 
filed in uncut rolls that carry a 
large number of medical records 
per roll. The space saving is less 
when one of the card forms for 
filing the individual microfilmed 
record is used. 

Microfilming has legal acceptance 
in most areas, although you may 
wish to check with your attorney 
concerning your local situation. It 
is usually best not to attempt. to 
microfilm records that are currently 
in active use, but to microfilm first 
records of patients who are now 
dead, or records that have been 
inactive for a period of time and 
are not likely to become active 
again.—SARAH H. HARDWICKE, M.D. 


Workmen's compensation 
We have been told that some hos- 
pitals do not include student nurses as 
employees and therefore have no cov- 
erage for them under workmen’s com- 
pensation laws. Our student nurses 
pay tuition and attend classes. They 
are paid no compensation and are 
furnished full maintenance, including 
health service. Can you advise whether 
or not under such circumstances our 
students should be included under 
workmen’s compensation coverage? 
The advantage of including stu- 
dent nurses in this form of insur- 
ance is that whatever injury the 
student sustains, the compensation 
for it is pretty well determined in 


ape 


advance. If, however, students are 


not included in this insurance, and 
one is injured somehow through 
the corporate negligence of the 
hospital, the damages eventually 
awarded are at the discretion of 
a jury. 

Because the compensation of 
students is comparatively small 
(furnishing maintenance can be 
interpreted as compensation), the 
cost of this insurance is low, pro- 


vided that the hospital does not 


expect the insurance company to 
reimburse it for ordinary health 


and first aid services.—WILLIAM: 


T. ROBINSON. 


Handling contaminated linen 


What is the proper way to handle 
contaminated linen? 

The American Hospital Associ- 
ation’s Hospital Laundry Manual 
of Operation contains an excellent 
discussion of this problem on page 
102. 

The basic problem in handling 
known contaminated linen lies in 
devising a system whereby no one 
need touch the linen after it leaves 
the isolation ward. By adopting 
the following procedures, such a 
system can be accomplished: 

(1) Have all sorting done by 
nurses, or by auxiliary personel 
under the supervision of nurses, 
on the isolation wards or other 
areas. | 

(2) Have nurses, or auxiliary 
personnel under the supervision of 
nurses, place the sorted articles in 
mesh bag containers in which the 
articles remain throughout the 
laundry processes up to the final 
ironing. 

(3) Place the mesh bags in spe- 
cial laundry baskets or cans. The 
baskets have a large removable 
canvas lining with covers that can 
be tied down and the cans are can- 
vas lined with a metal lid. The 
covers are marked to give notice 
that the contents are contaminated. 
Isolation techniques are followed 
in loading these baskets and cans 


so that the areas outside the canvas 
containers are uncontaminated. 

(4) With the baskets free of 
contamination, the truckmen can 
transport them to the laundry 
without danger. 

(5) Have the specially marked 
baskets and cans segregated in the 
laundry and handled in one oper- 
ation. 

(6) Instruct the person respon- 
sible for loading the washer to: 
(a) open the canvas cover on the 
basket and remove the lid from 
the can; (b) pick up each mesh 
bag with a pair of tongs without 
touching anything en route; (c) 
treat the load as any other once 
the washer is loaded; (d) deposit 
the empty canvas bags into a 
washer designated for colored gar- 
ments using tongs, (e) sterilize the 
tongs for further use. 

With this procedure, only the 
laundry man who loads the washer 
has any possibility of direct con- 
tact with the contaminated linen. 
Carelessness on his part could en- 
danger him and others. 

This individual should be im- 
munized against the common dis- 
ease, be instructed as to the rea- 
sons for special care on his part 
and be checked on periodically 
through surprise inspections to see 
that he is following established 
procedures. 

Certainly caution is to- be exer- 
cised by everyone, but we must 
recognize that this is a matter of 
continuous education for all per- 
sonnel concerned.—JOSEPH A. WIL- 
LIAMSON. 


Hospital policies 

What suggestions can you give us 
for preparing a policy manual? 

In gathering material on proce- 
dures, policies, rules and regula- 
tions for your policy manual, it is 
well to bring department heads 


' in to the fullest extent. Having 


each department head describe his 
departmental outline of objectives, 
policies, organizational relation- 
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The enswers fo these questions should not be 
construed being edvice. Hospitels with 
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Controls of the Troy Full- 
matic Washer. Operation is 
fully automatic, even add- 
ing of supplies. 
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In a few seconds, the operator slides the load 
out from the labor-saving “Slyde-Out” Shelf, 


SELECT FROM 


101 Different 


You're sure to find the right one for your amount to 101 — actually 101 different washers. Con- 
laundry. The complete line of Troy washers not sult the chart below as a guide to which washer and 
only includes a broad range of types and capacities what features best fit the requirements of your 
. . . but offers these with a choice of controls and laundry. Then fill out the ae and mail it today 
other labor-saving devices. Possible combinations for complete data. 


CAPACITIES 

| Ma I, with 

Semi-automatic. Simplified semi- 
CONTROLS Pally eutomet eesy-to-operate 


UNLOADING 


® 
_ "Slyde-Out" Shelf, Removable Partition or Open Pocket 


CLiP, FILL OUT AND MAIL 


TROY LAUNDRY MACHINERY, Dept. H-1255 
Division of Americen Machine and Metals, inc. 


East Moline, Illinois 
Without obligation, please send me full data on the washers and features 
LAUNDRY MACHINERY WASHER NAME ORGANIZATION 
Division of CAPACITY ACORESS 
American Machine ond Metels, Inc. 4 
EAST MOLINE, ILLINOIS CONTROLS city 
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ships and procedures is invalu- 
able. Once key persons have had 
an opportunity to participate in a 
task such as this, the completed 
manual will be better received and 
followed. 

One of the most comprehensive 
manuals on policy is the admin- 
istrative manual of St. Mary’s Hos- 
pital, Rochester, published by the 
Catholic Hospital Association. Co- 
pies may be purchased from the 
Catholic Hospital Association, St. 
Louis 4, Missouri.—ANN S. FRIEND. 


Election of delegates 

What is the procedure for election 

of delegates and alternates to the 
American Hospital Association? 

Every two years states and 


- provinces are notified to elect del- 


egates and alternates to the House 
of Delegates. Provisions for con- 
ducting elections are contained in 
Article X of our Bylaws. 

Briefly, this is the procedure. In 
affiliated states, the state hospital 


organizations are asked to conduct 


this election in accordance with 


WITH PRESS-ON GUMMING 


¢ Forms Available in Duplicate or Triplicate 
¢ Special Pressure-Sensitive Adhesive on Back 


¢ Just Peel Off Protective Covering and Press 
On to Master Sheet . 


¢ No Liquids, Glue or Stapling Needed 


and They Stay in Place! 


161 W. HARRISON STREET 


Now you can really save time when completing laboratory slips. These 
snap-out slips have the carbon preinserted for duplicate and triplicate 
copies. Simply (1) record the data, (2)snap out the copies, (3) peel off the 
protective covering on the back of the original copy, and (4) press the slip 
on to the master report .. . all in a matter of seconds. No water, no 
wiping, no waiting for anything to dry — simply snap out, peel and press. 
Slips are 3° x 5”, and there are 18 different types of slips available. 
For Free Samples Write to Dept. H-125 


PHYSICIANS’ RECORD COMPANY 


Publishers of HOSPITAL and MEDICAL RECORDS Since 1907 
- CHICAGO 5, ILLINOIS 


their usual practice. Institutional 
members, except Type V, vote in 
these state elections. 

In states that are not affiliated, 
the president of the AHA appoints 
a committee of three to conduct. 
the elections among the AHA mem- 
bers in that state or province. 

When the AHA is notified that 
a delegate or alternate has moved 
from a state, it notifies the affili- 
ated state hospital association and 
suggests: 

(1) Election of a replacement 
for the delegate if a general meet- 
ing of the membership is to be held 
prior to our annual convention. 

(2) Appointment of a replace- 
ment by the board of trustees of 
the state organization, if a gen- 
eral meeting of the membership is 
not to be held before our annual 
convention. 

In the latter instance, the recom- 
mendation of the board of trustees 
of the state association is for- 
warded to the Board of Trustees 
of the American Hospital Associ- 
ation for certification and is in turn 
reported to the House of Delegates 
for ratification at its first session. 
—Howarp F. Cook. 


Charges for late admissions 
What policy do most hospitals fol- 
low regarding room charges for pa- 
tients who are admitted shortly before 
midnight? Our policy is to charge for 
the first day and not for the last. 
Many hospitals follow the policy 
of charging for the day of admis- 
sion but not for the day of dis- 
charge. If a patient is admitted to 
the hospital shortly before mid- 
night, this policy should be flexible 
enough to be applied practically 
to individual situations. We have 
no statistics on a cut-off hour such 
as 11:00 p.m. for determining 
whether a charge will be made 
for the day of admission.—RONALD 
A. JYDSTRUP. 


Records for long-term patients 

What is the method used for work- 
ing out patient days on a discharge 
basis, specifically in reference to pa- 
tients in the hospital for a long period? 

The Handbook on Accounting, 
Statistics and Business Office Pro- 
cedures for Hospitals, published by 
the American Hospital Association 
in 1950, includes a section on com- 
putation of patient days of service 
rendered to each inpatient during 
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Exposed film shows effect of Allis- 
ers 24-mv betatron when equipped 

with tube for electron beam therapy in- 

stead of X-ray tube. Absorption is more 
_ homogeneous. Effective depth can be regu- 
lated with voltage. And the difference be- 
tween absorption in bone and soft tissue is 
less than with conventional roentgen rays. 


@lnitial results show that electron beam 
therapy with Allis-Chalmers 24-megavolt 
betatron may be ideal for lesions exceeding 
3 cm in thickness, as deep as 8 cm. Even 


though the number of patients treated has 


been low, curative effects reported have been 
impressive. Since the electron beam is dis- 
tributed homogeneously throughout the tu- 
mor, treatment is fast, yet gradual and even. 


Exit dose is insignificant beneath the lesion 
in healthy tissue. There is less risk of skin 
erythemia and faster recovery from radiation 
reaction due to the dosage distribution than 


ALLIS-CHALMERS 
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with other methods of radiation treatment. 


The biological factor of the high energy elec- 
tron beam on the skin, mucosa, and tumor is 
0.70. An electron beam dose of about 8,600 r is 
equivalent to about 6,000 r of 400-kv radiation. 


If you would like more information on elec- 
tron beam therapy, write to Allis-Chalmers, 
Milwaukee 1, Wisconsin. Or consult the A-C 
office nearest you to arrange a call by an 
experienced betatron engineer. | A-4788 
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a given period. This section points 
out that where the average stay is 
long or greater than the period 
under consideration, the usual for- 
mula—total patient days during 
the period divided by the number 
of discharges during the period— 
may be inaccurate. 

Obviously, the mathematically 


correct way of figuring average ~ 


stay is to take the actual number 
of patient days care given to each 
of the group of discharge patients 
and divide this by the number of 
patients in the group. As the Hand- 


book points out, this is the method 
recommended for hospitals with 
patients who stay for a long period 
of time.—SARAH H. HARDWICKE, 
M.D. : 


Linen cost per patient day 

What is the average cost of linens 
per patient day in a general hospital? 
An average of about 12. pounds 
of linen per patient day is used in 
hospitals. By multiplying that by 
5% cents per pound—the average 
cost per pound of laundry proces- 
sed—we arrive at a figure of ap- 


Major advances in high-speed 
photofilvorography offered by 
new FAIRCHILD—ODELCA line 


Two new models in the versatile Fairchild-Odelca line of super- 
speed 70 mm. photofluorographic cameras — the X-70SA Angle Hood 
and the X-70S In Line Model — cover applications in the four major 
categories of photofluorography; mass chest survey ... hospital admis- 


sion X-ray (supine and ambulatory) 


... serial radiography . . . and 


some aspects of general radiography. 


These cameras produce unequalled high diagnostic quality nega- 
tives at lower cost and with % the exposure time required by other 
cameras now in use. The extensive X-ray experience of Fairchild and 


Odelca has produced some outstanding features: 


e SHORTER EXPOSURE TIME — High 
working aperture of £/0.8 (GRA £/0.63) 
permits much lower tube current and 
75% less exposure time resulting in sub- 
stantially reduced radiation. 


e VIRTUAL ELIMINATION OF RE- 
TAKES — Stops voluntary and involun- 
tary motion, yet provides diagnostic 
information comparable to full size 


radiographs. 
eo VERSATILITY —Efficient for both diag- 


IRCHILD 


nostic and mass survey applications. 


@ SHARPNESS OF DETAIL — Approxi- 
mately four times increase in resolu- 
tion. 


@ AUTOMATIC SAFETY DEVICES — 
The apparatus interlocks against ex- 
posure unless all operating sequences 
are performed. 


@ FOOLPROOF IDENTIFICATION — 
Data on patient's card is reproduced 
on lower edge of negative. 


For complete information, contact your 
local X-ray equipment supplier or Fair- 
child Camera and Instrument Corpora- 
tion, Syosset, N. Y., Dept. 160-4201. 


proximately 66 cents per patient 
per day. Allowing for certain vari- 
ables—such as processing laundry 
commercially—the per pound cost 
may be somewhat higher. An ac- 
curate estimate of the cost of linen 
per patient per day would be from 
65 cents to 70 cents.—JOSEPH A. 
WILLIAMSON. 


Hospital road signs 


Three of the hospitals in our city 
have signs posted on the highways 
leading into the city. We are interested 
to know if this is a violation of the 
Code of Ethics of the American Hos- 
pital Association. Would there be any 
objections to posting signs leading into 
the city with the wording “serving the 
community for over 40 years?” : 

Placing a road sign reading 
“Hospital” or ““Memorial Hospital” 
on the major arteries leading into - 
your town could be a service to 


_ the general public in locating your 


institution rapidly in case of an 
emergency. It might save vital time 
in emergencies, especially for those 
who are not residents of your area. 
The Code of Ethics approved and 
adopted by the American Hospital 
Association and the American 
College of Hospital Administrators 
states, “information relative to the 
activities of a hospital should not 
be designed to secure comparative 
advantage over other hospitals or 
personal aggrandizement of any in- 
dividual.’’ The Code further states, 
“there should be no solicitation for 
patients by a hospital or by any 
person connected with it.” 
“Telling Your Hospital’s Story,” 
published by the AHA, states, “It 
is often most difficult to draw a 
fine line between a statement of 
fact and a boast. Perhaps intent 
is about the best criterion. If you 
can honestly say that in your 
advertisement you’ve sincerely 
avoided any suggestion that your 
hospital is better than others—that 
would imply an attempt to woo 


patients to your institution—then 


chances are good that it is ethically 
satisfactory.”—-HOWARD F. CooK. 


Appointment of osteopaths 
What is the position of the Ameri- 


can Hospital Association in regard to 
appointment of osteopaths to the hos- 


pital staff? 
The right to grant privileges to 
physicians is vested entirely in the 
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Another hospital laundry 
by AMERICAN! 


Mechanized laundry department, 
219-bed Children's Hospital, San 
Francisco, Calif. Left to right, 42” 
x 96” and 42” x 84” Cascade Un- Sy chee 

loading Washers with full-automatic 
controls. 42” x 36” Cascade Wash- 
er, 54” Notrux Extractor ond five 
36” x 30” Zone-Air Drying Tumblers. 


SAN FRANCISCO CHILDREN’S HOSPITAL 
SAVES MONEY SPENDING MONEY 


At Children’s Hospital nothing was left to chance. 
American Laundry Consultants and the architect 
worked together as a team to assure best use of 
floor space, best placement of equipment for most 
efficient operation. 


When Children’s Hospital, San Francisco, modern- 
ized its laundry department by installing automatic 
American equipment, they netted savings of nearly 
$14,000.00 a year in labor costs alone. Now over 
34% tons of work are washed, dried and finished 3 
daily, with six fewer operators. Whether you are pinning a new laundry, or ate 
modernization of present facilities, it will pay 


According to Harry J. Tucker, Laundry Manager, 
each employee now handles more poundage per 
day with less effort and linens are back in service 
one-and-a-half hours faster. 


Labor-saving Trumatic Folder avtomatically folds 
sheets neatly and uniformly from American 8-Roll 
Streamline Flatwork troner. Only one receiving oper- 
ator merely crossfolds ond stacks linens, handles 


to get the advice of your American Laundry Con- 
sultant before you make your first move. His 
expert services are available to you without cost 
or obligation. 


Two pushbutton-operated Press Units for finishing 
uniforms and other hospital gorments, co Blanket 
and Curtain Dryer, and ao Sager ‘B” Spreader (far 
right) mechanically prepores sheets for fast, easy - 
feeding to Flatwork 


entire output of ironer. 


wirwin miss seeing our new motion picture, 

these ‘Within These Doors’, illustrating the know-how 
S of hospital laundry planning and most efficient 
operation. Approved by the Film Review Boord 
of the Americon Hospital Association, it is avoil- 
able on request for free showing. 


W orld’s Largest, Most Complete Line of 


You can depend on your American Laundry Consultant's 
advice in your selection of equipment from the complete 
American Line. Backed by our 87 years experience in planning 
and equipping laundries, he can help solve your clean linen 
problems. Ask for his specialized assistance anytime 90 
obligation. 


merican 


The American Laundry Machinery Company, Cincinnati 12, Oho 
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board of trustees of the hospital. 
The decision to grant permission 
to an osteopathic physician to 
practice or allow his patients to 
use the facilities in the hospital is 
therefore vested in the board of 
trustees. 

The Association believes that the 
best medical care to patients will 
result when medical care is given 
only by medical practitioners. Con- 
sequently, the standards of med- 
ical practice required of hospitals 
which are members of the Amer- 
ican Hospital Association is that 


the medical staff shall be composed 
of doctors of medicine graduated 
from recognized medical schools, 
licensed to practice in the state 
and of good moral character. The 
schools of medicine recognized by 
the AHA do not include osteo- 
pathic schools or schools that train 
other types of practitioners of the 
healing arts. 

Departures from this standard 
by a hospital, when brought to the 
attention of the Association, will 
result in cancellation of member- 
ship and removal from the Associ- 


Tongue 
Depressors 


Save valuable time and labor in the 
distribution of small quantities of 
wooden tongue depressors by using 
the new Weck packaging—individu- 
ally wrapped in paper ready for 
sterilizing. This eliminates re-pack- 
aging from your bulk packages. 
51-820 Tongue Depressors (6” x %”) 
packed 500 in box — minimum order 
10 boxes (5000 depressors) inacase 19.00 


Weck Specialties 


FOR CENTRAL SUPPLY SERVICE 


Blood- pressure 


Washable Cuffs 


Something new! — made of finely 
woven balloon cloth. They’re snowy 
white — and will stay that way for 
they can be washed and washed and 
washed. Can be sterilized, too! 


42-310 Washable Biood-pressure Cuff 
each $2.00 


Cotton - tipped 
Applicators 


The handy new Weck packaging - 
two applicators in a glassine enve- 
lope ready for sterilizing — means 
prompt and efficient service at all 
times (especially in distributing 
small quantities). 


51-784 Cotton-tipped Applicators (6” long) 


Packed 500 envelopes of 2 Applicators (1000 
Applicators) in a box 


WECK 
Cleaner 


—the only surgical | Cle 
instrument cleaner 
made by a surgical —= 
instrument manufac- 
turer. Removes clot- . 
ted blood — cleans 
effectively even in ~% 
the hardest water — 
foam-proof — dissolves 
rapidly—wets, penetrates, 
dislodges and emulsifies all soils 
rapidly. Use only % oz. to the gallon. 

56-580 Weck Cleaner—prices per 

5 Ib. can with measuring spoon: 


1 can—$5.30 3 cans—$5.00 each 
6 cans—$4.80 each 12 cans—$4.60 each 


CK 


* 


Your orders will receive prompt attention. Let us add your name to our list 
to receive regular mailings of Weck Specialties for Central Supply Service. 


EDWARD WECK a co.. mc. 


13S JOHNSON ST.. BROOKLYN 1. NY. 


Manufacturers of Surgical Instruments - Hospital Supplies - Instrument Repairing 


ation’s list of acceptable hospitals. 
—SARAH H. HARDWICKE, M.D. 


Cost of community surveys 

A joint committee of top business 
leaders in our community has been es- 
tablished to obtain funds for a detailed 
survey to serve as a “master health 
plan” for long range planning. What 
is the cost of such a survey? 

It is difficult to predict the cost 
of a community hospital survey 
without being on the scene. The 
cost would relate directly to the 


scope and type of survey desired. 


The approach to undertaking a 
survey is extremely important. 
Steps to follow are: bring together 
the health leaders of the com- 
munity—especially the local hos- 
pital council if one exists—to co- 


Ordinate existing facts and view- 


points; contact the director of your 
state hospital facilities program 
regarding planning on a statewide | 
and community basis; and obtain 
the services of an experienced. 
hospital consultant. 

A directory of the American 
Association of Hospital Consult- 
ants, available on request from 
the American Hospital Association, 
will prove helpful in contacting 
consultants. It would be normal 
procedure to discuss the. survey 
with several consultants before 
deciding upon final arrangements. 

The type of survey required 
and the extent of the consultant’s 
services would determine the cost 
—CLIFFORD WOLFE. 
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POLIO ise yet/ 


ANUARY 
2 boxes (2000 Applicators)........ 13.50 11 12 
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they_need 


an intact-protein, 
carbohydrate concentrate 


they benefit trom 


Protinal 


Micropulverized casein powder (61.25%), Carbohydrate (30%) 
to maintain protein/carbohydrate equilibrium essential for tissue regeneration. 


COMPLETE PROTEIN 
COMPLETELY PALATABLE 


VIRTUALLY FAT AND SODIUM FREE ({ecs than 1.0% Fat) 
The Rational Drug Company pnnadeipnis 44, Pa. Available: Delicious in either vanilla 


or chocolate flavors, 
in bottles of 8 oz., 1 Ib., 


5 tb., and 25 Ib. containers. 


°V1-PROTINAL—Palatable whole protein-carbohydrate-vitamin-mineral mixture of high biological value 
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precision and 
performance 


RIB-BACK 
SURGICAL BLADES 


BARD-PARKER RIB-BACK SURGICAL BLADES 
are preferred by the Profession . . . because they know 
that each blade, through continuous inspection—meets 
every specification. 3 

And, there are other traditionally good reasons why 
there is a preference for B-P RIB-BACK SURGICAL 
BLADES .. . they are always dependable and highly 


economical in performance. 


Ask your dealer 
BARD-PARKER COMPANY, INC. 
Danbury | Connecticut, U.S.A. 


| 
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SAVE TIME, IMPROVE SANITATION 
with Pro-Tex-Mor Flushable 


BED PAN COVERS 


Towels make expensive bed pan covers! 


Cut your costs for laundering, linen replacements and ster- 
ilizer repair by using instantly disposable PRO-TEX-MOR 
Bed Pan Covers. Each bag completely covers the pan and 
is printed with space for writing the patient's name, doctor, 
room, date. Cost far less to use. ..more convenient... 
more sanitary. Packed 250 in a dispenser box. 


Order from your hospital supply dealer. 


PRO-TEX-MOR HOSPITAL DIVISION 


CENTRAL (5) STATES 


; PAPER & BAG CO. 
5221 NATURAL BRIDGE ST. LOUIS 15, MO. 


Other PRO-TEX-MOR items for Hospitals 
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“ORDER JPRO-TEX-MOR HOSPITAL 
PRODUCTS FROM THESE FIRMS! 


ARIZONA 
PHOENIX 
Stendord 


CONNECTICUT 
BRIDGEPORT 
Americ 


CHICAGO 
The Burrows 


Supply inc. 


Phys 
INDIANAPOL 
Curtis & French, inc. 


“1OWA 


Midwest 
Supply Co. 
KENTUCKY 
LOVISVALLE 
Theodore Tafei 


MAINE 
PORTLAND 
George C. Frye Co. 


MASSACHUSETTS 


MICHIGAN 
DETROIT 

G.A. tagrom Co. 
MINNESOTA 


NEW JERSEY 
EAST 
Corperatioa 
NEW MEXICO 
ALBUQUERQUE 
New Mexico 

Surgical Co 
NEW YORK 
NEW 


MANSFIELD 
Coldwell & 
STEUBENVILLE 
y's Ph 
Hospital Supplies 

OREGON 
PORTLAND 

Decteor’s Supply Ce. 


PENNSYLVANIA 
GLENSIDE 


VIRGINIA 
RICHMOND 


Powers and Anderson, 
ine 


Supply Ce. 
WASHINGTON 


SEATTLE 
Show vy Co., Inc. 
Shipman Co 


CANADA 
MONTREAL, O. 
Millet, Rows & 
Limited 
WINNIPEG, MAN. 
Sur gical 
Supply. Ltd. 
PUERTO RICO 
SANTURCE 


CALIFORNIA 
FRESNO 
Bischoff's 
LOS ANGELES 
oaxthn 
be 
Western Surgical 
Supply Co. Supply 
COLORADO 
D.G. Stoughton Co. Schuemonn-Jones Co. 
EVANSTON 
INDIANA 4 
sort wayne 
y Co. instrument Co., Inc. | 
HAMMOND «HARRISBURG 
Johnstown Physicians 
DAVENPORT Suppig Co. 
pusuoue” CHATTANOOGA 
Holscher’s Physician & Chattanooga Surgical 
Hospital Supply Co. J 
MEMPHIS 
KANSAS Kay Sargent Inc. 4 
TOPEKA NASHVI 
Co. Sepply. Inc. 
WICHITA Theodore Tafel 
TEXAS 
DALLAS ; 
- 
Co., 
ac. 
FORT WORTH 
| 
Noo Spears Company 
w. J. UTAM 
Thomas W. Reed Co. LAKE é 
worcester 
A. Inc. Southern Medic! 
Co. 
NIPPLE COVERS DISPOSABLE BED PADS § © “DUET” SYRINGE BAGS BEDSIDE ST. PAUL | 
| WASTE DISPOSER Brown & Inc. 
= MISSOURI 
iY 
Surgical Co. Equipment Corp. 
J NEW HAMPSHIRE HAWAII 
PLASTIC PILLOW LINERS EXAMINATION EXAMINATION TABLE  Coll’s Medical McKesson & Robbins 
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what are the Sof buying B and vitamins? 


| 


for the nurse 
| P-FOR PRACTICALITY... 
4 new ‘‘color-break’’ ampuls . 
no files needed . C 
can be either by 
injection or in parenteral 
| nutritional fluids. 
for the physician 
P FOR POTENCY .. . BEROCCA-C 
is a concentrated source of 
P FOR PACKAGING . . . BEROCCA-C B-complex and C vitamins. 
is available in ampuls and Also available as Berocca-C 500 with 
multi-dose vials ready 500 mg of vitamin C per unit. Indicated for. 
for immediate preoperative build-up and postoperative 
requires no mixing or diluting. nutritional reinforcement. . 


Saves time, saves space. 


BEROCC ASC. 


2-cc ampuls, boxes of 6, 25 and 100; 
vials, 20 cc, boxes of 1 and 10. 


BEROCCA-C 500 
Duplex ampuils, (one containing Berocca-C and the other containing 400 mg 
additions! Videmin C Sodium Iniectable ‘Roche’), boxes of 6 and 50. 


HOFFMANN-LA ROCHE INC - ROCHE PARK - NUTLEY 10-N.J. 


| 
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editorial notes... 


— accreditation study | 


A special committee of the American Med- 


ical Association has undertaken, at the re-. 


quest of its House of Delegates, a study of 
the accreditation program. 

It is hoped that the report this commit- 
tee will make will dispel the misconcep- 
tions some physicians have concerning ac- 
creditation. These misconceptions are 


based, we believe, on a lack of full under- 


Standing of the program. 

December 6 marks only the third anniver- 
sary of the formal conveyance of the hospi- 
tal accreditation program from the Amer- 
ican College of Surgeons to the Joint 


Commission. In this short time, the Com- 


mission has made remarkable progress. Con- 
tinued success is dependent upon acceptance. 
of the voluntary program by those most con- 
cerned, physicians and hospitals. Such 
acceptance will be in direct ratio to the 
measure of the understanding of the pro- 
gram. 3 

We are confident that this understanding 
on the part of physicians will be increased 
by the work of this special AMA Committee. 
The study group is now seeking the help of 
hospitals. It would like to have comments 
on the accreditation program from hospital 
trustees and administrators. These com- 
ments should be sent to the chairman of the 
committee, Wendel C. Stover, M.D., at the 
AMA, 535 North Dearborn St., Chicago. 


We urge all hospitals to codperate with 


this committee in its important task. 


— party of the third part 

Hospitals can't balance their budgets 
unless they receive costs for services ren- 
dered. Increases in direct charges to pa- 
tients produce ever diminishing returns 


because the number affected by such charges 


is decreasing steadily. Realistic hospital 
financing is not possible, therefore, with- 
out realistic payments from third party 
agencies. 
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Government has been the worst offender 
in the matter of unrealistic payment for 
hospital care. The picture has brightened 
in the past several years but there are 
still many dark spots. In New York City, for 
example, the payment was increased a year 
ago. All the increase did was narrow the 
differential between the cost and what the 
city was willing to pay. Apparently, argu- 
ments that payments and costs should be re- 
lated were shrugged off. 

Another example has just come from Mis- 
Sissippi. In preparation for the forthcom-. 
ing session of the legislature, the state 
hospital association has collected some 
data on payment for indigent care. 

From July 1, 1954, to June 30, 1955, 87 
hospitals participating in the indigent 
care program rendered 108,621 days of care 
for 12,192 charity patients. The state paid 
$5.54 per patient day for care which cost 
$16.51 to give. The total loss to the par- 
ticipating hospitals was $1,189,988. Per 
patient, the loss was $97.61. The Associa- 


‘tion bulletin urges administrators to bring 


these figures to the attention of the leg- 
islators and to ask "why the state is will- 
ing to bear only 33% of the cost to safe- 
guard the health of its citizens. Remind 
them that the state expects to and never 
quibbles over paying full cost plus a profit 
to the dealer on automobiles, coal, etc." 

The hospitals, of course, don't want a 
profit on the indigent patient. They simply 
want fair play. 


—ground is broken 


Ground was broken last month for the 
American Hospital Association Headquar- 
ters and Center for Hospital Affairs. 

It was more than just a ceremony. It 
marked the physical beginning of what we 
believe will be a new and even greater chap- 
ter in the affairs of the Association and 
its membership. 
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The building will provide a home befit- 
ting the dignity and importance of the As- 
sociation and allied organizations. It will 
also provide the facilities necessary so 
that the Association can provide the needed 
expansion of its services to the member- 
ship. 


Br. Low-Reer’s contribution 


This issue of HOSPITALS, the Journal of 
the American Hospital Association, con- 
tains a paper on the use and handling of 
radioactive isotopes by Dr. Bertram V. 
A. LOw-—beer. 

The paper is published posthumously, Dr. 
Low-Beer having died last September in 
California. 

As a member of the AHA's Committee on Use 
of Kadioisotopes in Hospitals, Dr. Low-Beer 
contributed substantially to our knowl- 
edge of hospital use of radioactive mate- 
rial. He worked hard on this problem until 
no longer able to do so because of the ill- 
ness which led to his death. 

In a letter of condolence to the noted 
radiologist's widow, President Ray Brown 
said: 

"The medical and hospital field has lost 
one of the most able men in the entire health 
scene. It was my pleasure to work with Dr. 
Low-Beer as a member of the Committee on 
Use of Radioisotopes in Hospitals. During 
that relationship I became an admirer of 
his. His judgment, his vast knowledge and 
his willingness to carry more than his own 
share of the load were very evident char- 
acteristics." 


— incident reports 


program, or there should be, than simply 
accepting the contract and payirg the pre- 
miums. The administrator who thinks that 
that's all there is to it may wake up one 
morning to find his rates hiked beyond 
reach or, even worse, find his hospital 
uninsurable. 

Part of the insurance package must be a 
program to prevent the incidents which pro- 
duce claims. This will benefit the patient 
directly by enhancing his safety. This will 
benefit the hospital directly by reducing 
the claims which bring settlements or dan- 
age verdicts and, in their wake, higher in- 
surance premiums. 

An effective safety program cannot be 
built on generalities. It must be built on 
Specific knowledge, the knowledge which 
can be gained only from a regular system of 


reporting and studying special incidents 


in the hospital. 

In California, a cooperative insurance 
project has been established. One of its 
integral elements is collection and analy- 
Sis of incident reports from all partici-. 
pating hospitals. A preliminary study of 
these reports is published in this issue 
(p. 68) of HOSPITALS, the Journal of the 
American Hospital Association.. 

It provides necessary information on 
which a sound safety program can be based, 
one aimed at preventing all incidents which 
could result in injury to the patient. The 
report is not limited to those incidents 
which produced claims. Whether or not a 
claim results is secondary. The primary 
purpose is to prevent the incident. If we 
do this, we shall also prevent the claims. 


—our last monthly number 


This is No. 12, Vol. 29, of HOSPITALS, the 
Journal of the American Hospital Associa- 
tion. It is our last issue as a monthly pub- 
lication. 3 

Beginning January 1, the Association's 
Journal will be published twice each month, 
on the first and sixteenth. The decision was 
made in order to provide amore timely jour- 
nal in an easier-to-read package for the 
busy administrator. We believe it will also 
expedite its circulation to department 
heads concerned with one or another specif- 
ic article. The cover is also being changed 
(although the "Association blue" is re- 
tained). | 

It is our earnest hope that the changes 
will increase the service of our Journal 
to the membership. 


to all — 


from the Officers, 
Board of Trustees and Staff 


HOSPITALS 


There is more to a liability insurance 
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organizing controlling 


the use and@ safe handling of 


HE DEMAND FOR radioisotopes 

service in general hospitals is 
increasing daily. Radioisotopes are 
no longer considered as mere re- 
search tools, but rather as an in- 
tegral part of medical practice. 
The diagnostic and therapeutic 
values of some of the radioisotopes 
are so well established that pa- 
tients expect and physicians urge 
that facilities for the use of radio- 
isotopes be made available not only 
in large hospitals, but in hospitals 
in smaller communities as well. 
This expanding use of radio- 
isotopes is well documented by the 
yearly increase in_ radioisotope 
shipments from the Oak Ridge Na- 


Dr. Low-Beer was professor of radiology 
at the Universi of California School of 
Medicine, San ancisco, Calif. He died 
a September. Material presented in this 

per was prepared for the American Hos- 
Association's Committee on Use of 
pital Associa in Hospitals. 

hy prepared by Dr. Low- 

in mimeograph form. 
Wolke the Journal of the 
American Hospital Association, 18 E. Divi- 
sion St., Chicago 10, Ill., if you desire a 


ctures illustrating this article were 
taken by Robert McCullough at Argonne 
Cancer Research Hospital in their labo- 
ratories at the University of Chicago. 
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tional Laboratories, from some 200 
shipments in 1946 to almost 11,000 
in 1953. 

Of the several hundred artifi- 
cially produced radioisotopes, only 
a few have so far attained clinical 
significance. These, in the order of 
the amounts presently used, are: 
cobalt-60, iodine-131, phosphorus- 
32, gold-198, iron-59, sodium 24, 
strontium 90, carbon-14, sulfur-35, 
chromium-5l, iridium-192, and 


-cesium-137. With a few exceptions, 


these isotopes are used in clinical 
practice in the form of inorganic 
compounds. Radioisotope atoms 
have been incorporated in many 
hundred organic compounds. Most 
of these organic compounds have 
been used so far only in investiga- 
tive work. There can be little 
doubt that some of these will gain 
significance in medical practice. 
Radioisotopes are useful tools in 
diagnosis as well as in therapy. 
The recognized diagnostic uses of 
radioisotopes are: 
1. Blood volume determination, in- 
cluding red cell and plasma vol- 


isotopes 


ume, RBC life span, site of pro- 

Fe**, and C", glycin). 

2. Circulation time determination 

(Na*4, P32, CR®!, RISA*). 

3. Extracellular fluid volume deter- 

mination (Na*', S*). 

4. Cardiac output (Na**, RISA). 

5. Tumor localization (P*, 
K*2). 

6. Thyroid function (I**'). 

The presently accepted thera- 
peutic uses of radioisotopes may 
be listed as follows: 

1. Radioactive phosphorus (P**). 

a. In the form of soluble diso- 

dium hydrogen phosphate com- 
pound for intravenous use in 
blood diseases such as poly- 
cythemia vera, chronic granu- 
locytic and lymphocytic leuke- 
mia, occasional cases of Hodg- 
kin’s disease, lymphosarcoma, 
multiple myeloma, and in 
early and advanced stages of 
breast cancer (experimental). 
b. In the form of insoluble col- 


*Radioactive lIodinated Serum Albumin. 


4 
% 
» 
| 
. 
copy. ra 
‘ae 
a 
is 


loidal chromic phosphate com- 

pound 

(1) For intravenous use in 
hepato- and spenomegaly 
due to polycythemia vera, 
chronic granulocytic and 
lymphocytic leukemia, and 
in selected cases of hyper- 
spenism. 

(2) For intraperitoneal or in- 
trapleural use to control 
ascites or pleural effusion 
in carcinosis. 

c. Externally topically, in plastic 
or blotting paper for the treat- 
ment of superficial skin can- 
cer, wart, hemangioma (some 
forms only). 

d.In the form of chromic phos- 
phate for interstitial tumor in- 
filtration such as of prostate. 

2. Radioactive iodine (I'*') 


a.In the form of Nal or KI for : 


hyperthyroidism, some. cases 

of thyroid cancer, angina pec- 

toris, myocardial heart dis- 
orders, and occasional cases of 
multiple myeloma. 

3. Radioactive gold (Au’®*) 

a. In the form of colloidal radio- 
gold 
(1) For intracavitary use in 

ascites or pleural effusion 
in abdominal or pleural 
carcinosis. 

(2) For intravenous use for 
injection in hepatosplen- 
omgaly in. polycythemia, 
chronic leukemia, and in 
selected cases of hyper- 
splenism. 

b.In the form of gold seeds, 
gold wire for interstitial use 
in cancer of the lip, tongue, 
buccal mucosa, etc., and for 
tumor infiltration such as of 
the prostate. 

4. Radioactive cobalt (Co) 

a. In the form of needles or wire 
for interstitial use in various 
forms of cancer. 

b. In the form of beads and pel- 
lets for intracavitary use in 
the treatment of tumors of the 
bladder, sinuses, nasopharynx, 
etc. 


A SCINTILLATION counter, which is shielded and collimated by lead 


and mounted for ease of handling, is used to determine - localization 
of the radioactive material used in the therapy prescribed for the patient. 


c.In the form of telecobalt units 
for external supervoltage rad- 
iation therapy of various 
forms and sites of cancer. 
5. Radioactive yttrium 
a.In the form of colloidal ra- 
dioyttrium for use in hepato- 
splenomegaly, polycythemia, 
chronic leukemia, and possibly 
in selected cases of hyper- 
splenism. 
6. Radiocesium (Ce'*’) for tele- 
theraphy 
The wide applicability of radio- 
isotopes in clinical practice leads 
inescapably to the following ques- 
tions: 
1. Are radioisotopes to be consid- 
ered the same as any other drug? 
2.Are there any precautionary 
measures necessary in the use of 


isotopes? 


3. What qualifications should a 
physician have to use isotopes? 

4. What are the requirements for 
establishment of a radio-activity 
laboratory? 

The first question must be an- 
swered in the negative. Although 
radioisotopes chemically are simi- 


lar to their non-radioactive coun- 
terparts, and thus from the point 
of view of biological action behave 
similarly to their non-radioactive 
counterpart drugs, they differ from 
them because their active agent 
is the radiation which is emitted 
in the disintegration of the partic- 
ular radioactive atom. Depending 
on the radiation emitted and the 
distribution of the isotope-con- 
taining chemical compound in the 
body, the effect is either local or 
general (selective or diffuse). : 
When any ordinary drug is elimi- 
nated from the body, it loses its 
biological significance. Radioiso- 
topes eliminated from the body, 


on the other hand, remain active 


as long as radioactive atoms are 
present, and therefore they may 
act as external irradiators. De- 
pending on the half-life of the 
isotope, this may continue from a 
matter of days to many, many 
years. It is important to realize 
that while quantities of radio- 
activity are arithmetically addi- 
tive, the biological effect increases 
in almost geometric proportions. 
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Strict precautionary measures 
are of paramount importance in 
handling radioactive isotopes. Ion- 
izing radiations which these iso- 
topes emit may have beneficial 
effects on the disease process in the 
particular patient. But in case of 
injudicious use they also carry po- 
tential danger to the patient, to the 
‘physician and technical personnel 
who administer the drug, the nurs- 
ing personnel who take care of the 
patient and to the public as a 
whole—particularly when the ex- 
creta and waste products are not 
properly taken care of. | 


It is generally conceded that 


diagnostic procedures with radio- 
isotopes can be carried out some- 
what as a laboratory service. Many 
physicians advocate that radio- 
isotopes should be freely access- 
ible to any practitioner on a hos- 
pital staff. Because radioisotopes 
differ from the other pharmaceu- 
ticals or therapeutic agents by 
their radiation properties, such a 
position: is shortsighted and based 
on erroneous assumption. This was 
recognized by the Atomic Energy 
Commission when it first started 
distributing radioisotopes for med- 
ical purposes. The AEC, as the 
main supplier of radioisotopes for 
clinical use, has set up regulations 
concerning uses and users of iso- 
topes. These regulations limit use 
to medical people who are con- 
_ sidered trained and experienced in 
the use and safe handling of radio- 
isotopes. At first glance such reg- 
ulations may appear unduly re- 
strictive. 

In discussions regarding these 
AEC regulations, it has often been 
pointed out that the licensed phy- 
sician is not restricted in the use 
of insulin, cortisone, ACTH: 
strychnine, or any other drugs, 
and even the use of narcotics is 
not based on any further require- 
ment than the license to practice 
medicine in a particular locality. 
It is asked, therefore, why should 
the use of the radioisotope drug be 
limited to special training and 
special authorization? When one 
realizes, however, that the use and 
the handling of the radioisotope 
drug involves potential danger and 
damage not only to the patient, 


but to the physician, the nursing. 


staff, technical staff and to the 
public as a whole, one appreciates 


these restrictive regulations and - 


DECEMBER 1955, VOL. 29. 


instead of raising objections to 
them, welcomes them heartily. 
Proper qualifications of physi- 
cians for use. of radioisotopes is an 
extremely important educational 
problem. The diagnostic and ther- 
apeutic use of radioisotopes is 
taught in most medical schools in 
a very cursory way, or not at all. 
Radioisotopes are either not men- 
tioned, or they are referred to as 
something far outside any clinical 
usefulness. Postgraduate training 


‘in the clinical use of radioisotopes 


is also limited, usually to residents 
in a few radiology departments. 

The judicious use of radioiso- 
topes both in the field of diagnosis 
and in the treatment of disease 
necessitates proper knowledge of 
the basic principles of radioactiv- 


ity. Knowledge and experience 


concerning indications, contraindi- 
cations, dangers and _ protective 
measures to be followed in the use 
of these unusual pharmaceuticals 
are imperative. . 


REQUIREMENTS FOR PHYSICIANS 


According to the recommenda- 


tions of the AEC Subcommittee on 
Human Application of Radioiso- 


topes, the physician in charge of 
an isotope laboratory should have 
a minimum of three months’ ex- 
perience in active codperation with 
a group authorized to use radio- 
isotopes. The equivalent of at 
least one month in the actual 
handling of radioisotopes and man- 
agement of patients treated with 
radioisotopes should be included 
in the experience. 

The requirements of the AEC 
concerning the training and ex- 


‘perience of a physician are, how- 


ever, not specific enough as they 
stand at the present time. Inter- 
pretation is left to a great extent 
to the preceptors, persons consid- 
ered by. the AEC to be qualified as 
teachers of the -use of radioactive 
isotopes. ‘Consequently, the rec- 
ommendation for authorization to 
use radioisotopes depends to a 


-great extent upon views of the par- 


ticular preceptor, provided there is 
compliance with the minimum 
standards of the AEC. Some pre- 
ceptors maintain that an individ- 
ual can and should be authorized 
in the use of one isotope after he 
has seen five patients receive a 
test or treatment dose of a partic- 
ular isotope. Other preceptors be- 


lieve that training should include 
the fundamentals of radioactivity 
including instrumentation, protec- 
tive measures, in addition to more 
adequate clinical experience 
(about 30 patients) with respect to 
biological reaction to treatment 
and proper selection of cases. 

In this author’s opinion, the 
existing requirements of the AEC 
concerning training and experience 
in the use of radioisotopes are in- 
adequate. They do not insure the 
judicious use of radioisotopes, and 
thus they endanger the welfare of 
the public. This may result in utter 
discreditation of the use of radio- 
isotopes. 

In accordance with the different 
views of preceptors, there are ra- 
dioisotope training courses offered 
which vary from five days to nine 
months. 

The Oak Ridge Institute of Nu- 
clear Studies offers a four-week 
basic course directed at training in 
general radioactivity, the manage- 
ment and safe handling of isotopes 
and in waste disposal procedures. 


This is followed by a training 


course in clinical application of 
isotopes. The Medical Division of 
the Oak Ridge Institute of Nuclear 
Studies accepts physicians for a 
more extended training on an in- 
ternship basis for periods of three 
months or more. 

There are several other institu- 
tions which accept trainees for 
varying lengths of time for basic 
and clinical training courses in the 
handling of radioisotopes. Infor- 
mation concerning these can be 
obtained through the office of the 
Director of the Radioisotope Divi- 
sion of the AEC, Oak Ridge, Tenn. 

At the University of California, 
three types of courses are given. In 
the Donner Radiation Laboratory 
in Berkeley, general participation 
for a minimum 6f four months in 


all activities in the clinical uses of 


radioisotopes is required. 

At the University of California 
School of Medicine in Los Angeles, 
a 46-week course is given, consist- 
ing of 40 weekly lectures and lab- 
oratory exercises, and ten all-day 
sessions in clinical management 
of patients. Mid-term and qualify- 


ing examinations are held. Candi- 


dates receive a certificate of effici- 
ency. This course deals with all 
aspects of the use of radioisotopes, 
including basic principles of radio- 
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activity, calibration of instruments, 
sample measurements, diagnostic 
and therapeutic uses and pro- 
tective measures. 

At the University of California 
School of Medicine in San Fran- 
cisco, a course is offered for radi- 
ologists and residents in radiology 
who are eligible for board exami- 
nation, consisting of a one-month 
basic course including instrumen- 
tation, protection, waste disposal 
problems and one month of clini- 
cal training in the diagnostic and 
therapeutic uses of isotopes. For 
non-radiologists, a three-month 
course is given to gain more 
knowledge and experience in the 
various aspects of the why, when 
and how to use isotopes. Eligibility 
is decided by an entrance exami- 
nation to ascertain whether the 
student has some knowledge of 
radioactivity. For those lacking 
such knowledge, a correspondence 
course in general radioactivity is 
offered as preliminary to the iso- 
tope course. 

In addition, short, informative 
courses through the Extension Di- 
vision of the School of Medicine 
in San Francisco are given in the 
form of lectures of one or two 
day’s duration. The courses aim 
to inform the participants about 
newer advances in the field of 
radioisotopes. 

While there are those who advo- 
cate complete freedom in the use 
of radioisotopes and demand com- 
plete removal of restric- 
tions, there are others who are 
frantically afraid of radioisotopes 
and in their hysteria oppose any 
use of radioisotopes in medical 
practice. This latter extreme is as 
unjustified and unreasonable as 
the first one. Untoward effects 
from radioisotopes can be avoided 
when the problems involved are 
handled with appropriate know- 
how. | 

One important point which must 
be kept in mind is that damage 
from radioisotopes, as from other 
ionizing radiation, is rarely im- 
mediately visible; it develops 


rather insidiously and becomes 


manifest often after many years 
of chronic multiple exposures to 
small doses of radiation. Usually 
the individual exposures them- 
selves do not produce either any 
observable symptoms or any early 
or late damage. It is the cumula- 
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tive exposure and the cumulative 


effect of the multiple small doses — 


which result in irreversible dam- 
aging changes to the tissues. 

On the question of radiation 
safety and protection, there are 
two schools of thought. One school 
advocates that all procedures with 
radioactive substances be so or- 
ganized that persons involved 
should not be exposed to any ra- 
diation originating in the type of 
work in which they are engaged. 
The other more widely accepted 
schoo] of thought is based on the 
theory of maximum permissible 
exposure. 

In clinical work the latter princi- 
ple may be the guide, with the 
added provision that all personal 
exposures should be kept at mini- 
mum practicable levels below the 
maximum permissible exposure. 
The “maximum permissible expo- 
sure” as set by the International 
Committee on Radiation Protec- 
tion recommends that any expos- 
ure to the whole body or gonads 
should not exceed 0.3 roentgen 
(r) or 300 milliroentgen (mr) per 
week measured in free air, or 0.5 r 
equaling 500 mr measured on the 
body surface. For hands and fore- 
arms, the maximum is 1.5 r per 
week for x-ray and gamma ray 
energies less than 3.0 million elec- 
tron volts (MEV). Beta radiation 
should not exceed 500 millireps 
(mrep) or 0.5 r per week in the 
surface layers of the skin. 

The maximum permissible ex- 
posure is based on the assumption 
that radiation in the amounts set 
forth above will not result in any 
late damage at this exposure rate 
for whatever length of time the 
individual is exposed to these 
amounts of radiation. These stand- 
ards, one must realize, are arbi- 
trary and have been changed in 
the course of the past 25 years 
from almost double to the present 
figures. Permissibility is based on 
our present knowledge. The future 
may show that even the presently 
considered permissible amounts of 
radiation are not in the safe range. 


RADIOISOTOPE COMMITTEE 


The regulations of the AEC on 
the allotment of radioisotopes are 
in some respects equal to a li- 
censure. These regulations. provide 
authorization for use of radio- 


isotopes to individuals in hospitals 


or in private practice. In a clinic, 
hospital or medical group, author- 
ization for the use of radioisotopes 
is conditional to the establishment 
of a radioisotope committee. The 


‘radioisotope committee is consid- 


ered the guarantor for the safe 
handling and expert use of radio- 
isotopes. 

In conformity with AEC regula- 
tions a radioisotope committee 
should be established by the hos- 
pital board. It is advisable that 
the members of this committee be 
nominated by the _ professional 
staff of the hospital. According to 
AEC recommendations, the com- 
mittee should include a. clinical 
therapeutic radiologist, a patholo- 
gist, an internist, a hematologist, - 
and a radiation physicist. The 
Commission suggests that the other . 
fields of specialization represented 
on the committee be determined 
by the nature of the program being 
conducted. From the point of view 
of the Commission, the therapeutic 
radiologist might perform the du- 
ties one would expect from a radi- 
ation physicist. Each _ situation 
should be judged on its own mer- 
its. Recommendations concerning 
membership are intended as basic 
guides only, and considerable lati- 
tude in interpreting the specialty 
requirements for each particular 
situation is allowed by the AEC. 

At least one member of this 
committtee must be a physician — 
experienced in the safe handling 
of radioisotopes, in the measure- 
ment of radioactivity; he should be 
experienced in radioisotope dosage 
for various diseases and familiar 
with the problems of radioactive 
waste disposal. 

The AEC regulations do not in- 
clude recommendations concerning 
the membership of other than med- © 
ical persons on the radioisotope 
committee. In this author’s opinion, 
the committee should include the 
supervisor of nurses and the ad- 
ministrator of the hospital or his 
representative. The participation | 
of the nursing staff on the radio-. 
isotope committee of the hospital 
is advisable for various reasons. 
The first, and most important, is 
that by participation the nursing 
staff will be better familiarized 
with the type of radioactivity 
work carried out in the hospital, 
the dangers associated with such 
work, and the protective measures 
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CAUTION 


PADIOACTiviTy 


PREPARING AN isotope for administration. The handler is protected by a 
lead wall of bricks as he manipulates a remote control leverage device to 
move the isotope from its container (smaller can in foreground) to the 
administration container. The container (left) is to catch any drippage from 
the pippette after pipetting is completed. The paper is an absorbent type 
to blot up all liquid and make decontamination easier should a spill occur. 


THE HANDLER is preparing phosphorus®* for administration, using lucite as 
shielding rather than a lead brick wall. The entire setup is placed inside 
@ permanently installed hood. Such an installation is for the large hospital. 
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to be taken to avoid such dangers. 
When a representative of the nurs- 
ing staff participates in this work 
on the policy-making level, she 
may help to dispel the baseless 
fears of uninformed personnel 
concerning radioactive materials 
and radiation as a whole. 

The inclusion of the hospital ad- 
ministration or his representative 
on the radioisotope committee may 
contribute to the development of 
the radioactivity and radioisotope 
service programs in the hospital by 
affording firsthand information to 
the board of directors through the 
hospital administrator. This seems 
preferable to relying on the ad- 
ministrator to act on requests 
from the physician in charge or 
from the radioisotope committee. 

The radioisotope committee 
should hold meetings at regular 
intervals. It is suggested that such 
meetings be held at least four 
times yearly. | 

There should be informational 
lectures at least once yearly for 
nurses, clerical personnel, janitors 
and others by members of the 
radioisotope committee concerning 
radiation safety, the nature of the 
dangers involved and waste dis- 
posal. .These will increase the 
competence and enhance the sense 
of security of hospital personnel 
who are in contact with radio- 
active materials. There should be 
lectures on radiation safety at least 
once yearly for members of the 
medical staff. These lectures should 
also deal with radioisotope activity 
in the hospital and the services 
which can be rendered by the 
radioisotope laboratory. 

The AEC requires no isotope 
committee in a hospital when a 
private physician in the commu- 
nity, rather than the hospital, car- 
ries a personal authorization for 
the use of isotopes, although the 
hospital may accept the physician's 
patients to receive isotope therapy 
in the hospital or for hospitaliza- 
tion after having received the 


radioisotope treatment elsewhere. 


Authorization for private physi- 
cians properly qualified in the use 
of isotopes was instituted in De- 
cember 1953. Such authorization 
‘o use radioisotopes in private 
practice calls for arrangements 
with the hospital in the community 
to insure that the hospital will be 
willing to accept patients who have 
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received radioisotope treatment in 
the doctor’s private office or who 
will receive radioisotope treatment 
in the hospital. It requires that 
arrangements be made to provide 
the hospital with the necessary 
radiation detection instruments 
and instructions for the care of 
patients. In this author’s opinion, 
the same organizational require- 
ments should be required irrespec- 
tive of whether a hospital or 
private physician in the community 
is granted authority to use isotopes. 

Professional responsibility for 
the management of the radioiso- 
tope laboratory should be vested in 
the physician on the hospital staff 
who is best qualified by training 


and experience in the clinical use . 


of radioisotopes. Whether this phy- 
sician is a radiologist or from an- 
other specialty is of less import- 
ance than the specific training and 
experience of the individual in the 
use of isotopes. In many hospitals 
the radiologist, and particularly 
the radiation therapist, will be 
best qualified to be the physician 
in charge of the radioisotope lab- 
oratory, for reasons of insurance 
and legal responsibility as well 
as training and experience. How- 
ever, this is not invariably the 
case, and it should be reiterated 
that the best qualified individual 
should always be the choice for 
this position. 

The hospital radioisotope com- 
mittee should designate the phy- 
sician in charge of the radioisotope 
service as the radiation safety of- 
ficer responsible for carrying out 
provisions of safety and maintain- 
ing proper records of isotopes or- 
dered and received, the date and 
quantities of isotopes used, the 
names of patients on whom the iso- 
topes are used, the physician who 
administers the isotopes, the safe- 
ty measures taken, the monitoring 
of areas involved and the means 
of disposal of wastes. | 

The physician in charge of the 
radioisotope service should organ- 
ize a radiological health safety 
program. Persons who are regu- 
larly handling radioisotopes should 
be included in this program. The 
health safety program should de- 


pend on the extent of radioactivity | 


work in the hospital. It should 
include medical examinations, film 
badge service, periodic monitoring 
of the areas. It is advisable to 
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unify any health safety program 
in the radioisotope laboratory with 
that of the radiology department. 

Procedures adopted in the radio- 
isotope laboratory will depend up- 
on the training and experience of 
the director of the laboratory. 
Whether one or another treatment 
or measuring method is adopted is 
not critical, as long as the measure- 
ments are accurate, the procedures 
safe for patient, physician, and per- 
sonnel, and disposal of waste is 


carried out under proper precau- 


tionary measures. 

The question of advisability or 
necessity of creating a position for 
a radiological physicist in an aver- 
age-size hospital is often discussed. 
It is pointed out that it may be 
uneconomical to engage a radia- 
tion physicist on the full-time staff 
of the hospital. In fact, the AEC 
regulations make no such require- 
ment, Rather, the recommendation 
of the AEC to have a radiological 
physicist on the isotope committee 
can be interpreted as suggesting 
that this position is a consultative 
one. It is obvious that in smaller 
or average size hospitals there 
would not be enough work to em- 
ploy a full-time radiological physi- 
cist. Employment of a physicist on 
a regional basis and sharing his 
services among several hospitals 
can satisfactorily solve this prob- 
lem. Responsibilities of the radio- 


logical physicist include periodic 


calibration and maintenance of the 
physical measuring equipment in 
the radioactivity laboratory, and 
also periodic survey of the equip- 
ment in the department of radi- 
ology as well as to advise on radi- 
ation safety procedures. 


RADIOISOTOPE LABORATORY 


As in any other type of hospital 
service, it is necessary to set aside 
an area for a radioisotope labora- 
tory. A great many designs have 
been advocated, from a one-room 
laboratery to a radioisotope de- 
partment occupying an entire hos- 
pital wing. The subject has been 
very well covered in a number of 
articles. The design for laboratory 
facilities for an isotope service 
must be governed by the program 
to be undertaken. It will also be 
influenced by whether existing 
facilities are to be adapted or 
whether new facilities are to be 
constructed. When existing hospi- 


tal space is to be adapted to the 
requirements of a radioisotope lab- 
oratory, it is most satisfactory to 
provide only for current and eas- 
ily foreseeable needs. When new 
construction is to be undertaken, | 
on the other hand, it will be a 
less expensive long-term invest- 
ment to plan for increasing use 
of the isotope service and accord- 


.ingly to provide for future expan- 


sion of facilities. For even a very 
limited activity, however, it is ad- 
visable that two rooms of adequate 
size be set aside for a radioisotope 
laboratory. One room should be 
used for preparation of radioactive 
material and the other as an in 
vivo measuring and treatment 
room. 

Room design. Rooms designed for 
the use of radioisotopes are similar 
in most respects to rooms which 
are used for general laboratory and 
treatment purposes. The terms “ra- 


' diochemistry laboratory” or “hot 


lab’”’ may sound impressive, but 
means no more or less than a re- 
ceiving and dispensing place for 
radioisotopes and for collection of 
samples such as blood, urine, feces, 
which are to be measured for ra- 
dioactivity and other contaminated 
materials. Such laboratories aetu- 
ally are far from “hot’’ unless con- 
taminated by careless handling of 
the radioactive materials. The 
radioactivity laboratory must, of 
course, include appropriate lead 
containers designed to hold radio- 
active materials in quantities vary- 
ing from a few microcuries to 
several hundred millicuries. Radio- 
active material must always be 
stored in such a way as to protect 
fully the personnel working in the 
room. 

Location. A question frequently 
arises concerning the most suit- 
able location within the hospital 
for the radioactivity laboratory, 
especially with respect to its prox- 
imity to the x-ray department. It 
is argued that radiation back- 
ground in the vicinity of the x-ray 
department may affect measure- 
ments in the isotope laboratory, 


making such measurements inac- 


curate and unreliable. It is the 
opinion of this author that if ra- 
diation from x-ray machines so 
markedly affects the radiation 
background outside of the x-ray 
rooms, then it is high time that the 
safety of all workers in and around 
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the x-ray department be investi- 
gated. There seems no reason in 
fact why the isotope laboratory 
should not be established within 
a properly safeguarded x-ray de- 
partment. It is obvious that rooms 
for measuring radioactivity should 


not be adjacent to treatment or. 


diagnostic rooms. Investigation of 
radioactivity background the 
isotope laboratory should _ be 
checked with x-ray machines idle 
and in use, and with the x-ray 
beam directed away from and 
toward the isotope laboratory. 

Disposal of Material. The problem 
of disposal of contaminated ma- 
terial, generally referred to as 
waste disposal, may vary with the 
quantities of radioactivity involved 
and with the location of the hospi- 
tal. In coastal areas, arrangements 
can be made for pooling radio- 
- active waste materials and dispos- 
ing of them at sea. In inland areas 
burial of radioactive waste is usu- 
ally practiced. Arrangements. by 
the safety officer must be based on 
information obtained from appro- 
priate authorities and on rules and 
regulations concerning radioactive 
waste disposal in the particular 
locality. 


» 


RECORDS AND REPORTS 


The AEC Radioisotope Distribu- 
tion Regulations, Title 10, Atomic 
Energy, US AEC, Part 30, Radio- 
isotope Distribution, from the code 
of Federal Regulations and the 
Federal Register, specifically -state 
the requirements concerning keep- 
ing records and reports. Similarly, 
the procurement of radioisotopes 
that are transferred from one in- 
stitution to another is regulated by 
the AEC. It is of paramount im- 
portance that procedural regula- 
tions extend to accurate bookkeep- 
ing. concerning any dose of radio- 
isotope dispensed from storage. 
Records must include type of iso- 
tope, chemical form, amount in 
millicuries, name of patient, name 
of doctor to administer the isotope, 
signature of the receiver (nurse) 
and initials of dispensing person. 
The original should be kept, a copy 
sent with the isotope and included 
in the patient’s chart. Similarly, 
any dose of a radioisotope adminis- 
tered to a patient should be re- 
corded immediately.in the patient's 
chart. 

' An “RI” sign should be con- 
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spicuously placed on the outside 


‘door of the patient’s room. The 


regular AEC radioisotope’ sign 
should be attached to the patient’s 
bed. Patients who receive radio- 
isotopes such as radiogold in the 
abdominal cavity, or radiocobalt 
for bladder tumors, may have their 
bed positions reversed when they 
are in a ward or more than a two- 
bed room. By reversing the bed 
and placing the patient’s head 
toward the center of the room, a 
conspicuous sign is provided, and 
also due to distance some degree 
of protection is afforded persons 
moving in the center aisle of the 
room. 


EXCRETA DISPOSAL 


Patients who receive diagnostic 
doses of radioisotopes up to 1 mec 
amounts may have urine and feces 
disposed in the usual manner. Of 


‘course this must be dependent 


upon the number of patients and 
the quantities of radioactivity dis- 
posed at any giver time. It is ad- 
visable to wear rubber gloves when 
collecting or measuring urine or 
feces specimen or emptying bed 
pans or urinals. Urinalysis, if nec- 
essary, should be carried out in 
the radiochemistry laboratory. The 
radiation protection and _ safety 
measures to be followed for pa- 
tients who carry radioactive ma- 
terial in amounts between 1 and 
30. me (radioiodine, radiogold, 
radium) should be decided upon 
by the safety officer appointed for 
the unit. 

Patients who receive radioactive 
material in doses higher than 30 
me should have on the outside of 
the door of their room, in addition 
to the RI sign, the magenta on 
blue or magenta on yellow AEC 
sign. All excreta from patients 
who receive more than 30 mec 
radioiodine or radiogold should 
be collected and delivered to 
the radiochemistry laboratory for 
monitoring and proper disposal. 
(This is important also for deter- 
mination of the “effective” dose). 
Linen and al] other objects leaving 
the patient’s room should be prop- 
erly monitored and if signifi- 
cantly contaminated, they should 
be collected and delivered to 
the radiochemistry laboratory for 
storage until complete radioactive 
decay, or for proper disposal. 
There shall be a special waste can 


at the patient's bedside to collect 
disposable tissues, linen, ete. This 
special waste can shall be prop- 
erly marked and monitored. 

The question is often discussed 
as to what is the minimum amount 
of radioactivity in a patient which 
should necessitate hospitalization. 
In this author’s opinion, it can be 
stated that apart from medical 
reasons, patients with less than a 
30 mc dose may be kept on an 
outpatient basis. All patients who 
receive more than 30 me of any 


radioactive material should be. 


hospitalized. For example, those 
patients who receive more than a 
30 mc dase of radiogold should be 
kept in the hospital, but not nec- 
essarily longer than five days. 
Patients who receive radioiodine 
in higher than 30 me doses should 
be hospitalized for a minimum of 
ten days. In general, the half-life 
of the radioisotope and the excre- 
tion rate should govern duration 
of hospitalization for these pa- 
tients. 

It is important to realize that a 
patient who has received amounts 
of radioactivity which make hos- 
pitalization advisable may cause 
significant exposure if autopsy is 
performed. Therefore, previous to 
autopsy, the radiation safety officer 
shall monitor the body to establish 
the degree of possible radiation 
hazard. The radiation safety officer 
should be present at autopsy, and 
he should monitor organs, fluids, 
etc. The pathologist should wear 
thick rubber gloves. Distance and 
speed of procedure are of impor- 
tance. 

Precautionary measures must 
also be taken to protect the under- 
taker from-undue exposure. Pre- 
vious to release of the body the 
undertaker should be informed of 
any possible hazard due to radia- 
tion. He should be briefed by the 
radiation safety officer concerning 
the handling of body fluids during 
embalming. 

The literature is abundant con- 
cerning organization and proce- 
dure of radioisotope laboratories 
in the average size hospital. Official 
handbooks by the National Bureau 
of Standards are particularly rec- 
ommended as guides. Of these, the 
following handbooks should be on 
hand in every radioisotope labor- 
atory. All new handbooks should 

(Continued on page 156) 
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medical bedside teaching 


HEN A PERSON gets sick and 
W is compelled to enter a hos- 
pital, his personality undergoes a 
change which must be understood 
by all those who serve him. He is 
no longer the same individual he 
was in health at his home or in 
his place of business. The fact that 
he is sick and in a strange en- 
vironment (strange almost always 
to him) precipitates an under- 
standable regression in his emo- 
tional status. 

He is in a complex, if not alto- 
gether new, atmosphere of activity 
in which he is only one unit. His 
perceptive faculties are keyed up. 
He is sensitive to every change in 
expression of the features of those 
who should be serving him. Every 
sigh, every sight, every odor and 
every change or lack of change 
in tone or attitude, is examined 
anxiously with all of the concen- 
tration of an individual who is 
concerned only with himself. He 
looks upon the physician, the 
nurse and the house staff as spe- 
cial people who somehow control 
his destiny. They are the people 
who have promised to cure him of 
his pain and to allay his fears. His 
relation to his immediate physi- 
cian is akin to that of a child in 
relation to its parents. He feels 
entirely dependent upon. those 
who now surround him—strangers 
rather than relatives. While he 
may be free for the moment from 
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- the strains and stresses of ordinary 


living, and temporarily in a house 
of refuge and security, these fac- 
tors are overbalanced by the effect 
of his illness on his emotions. It 
takes great effort to convince him 
that he is safe in the care of skilled 
people. 

In circumstances like these, does 
the presence of the patient in a 
teaching hospital create any spe- 
cial problems either for the hos- 
pital, its staff or for himself? I 
speak here of a “teaching hos- 
pital,” not in the narrow sense of 
a university hospital ora hospital 
affiliated with a university, but of 
“a hospital that teaches,” which 
should include practically every 
hospital. For the physician and 
the nurse, teaching in a_ hospital 
unquestionably creates problems. 
We must, however, think of the 
patient first and ask whether the 
situation creates a superimposed 
problem for him. Does he, for ex- 
ample, have the feeling that he is 
going to be a subject for “‘experi- 
ment” or for exposure before stu- 
dents? If so, what is his response to 
such a situation, and in particular, 
how does he react when he snatches 
words about his sickness which 
may be discussed thoughtlessly at 
his bedside? We must be sympa- 
thetic to his natural desire to pro- 
tect his physical body, his sensi- 
bilities, his private life and the 
fears which have overtaken him 
body and soul. A female patient 
obviously presents a more sensi- 
tive situation to her medical at- 
tendant. 


The truth of the matter is that 
a patient is most safe in the teach- 
ing hospital where the teacher is 
required to be keen in diagnosis 
and therapy in the presence of a 
critical audience of students. Such 
an advantage, however, is not 
acknowledged and acted upon by 
many individuals. In any case, it 
is for the patient as well as for 
the others whose awareness. of 
good medical care is more knowl- 
edgeable, that we must plan. The 
element of fear, and upset emo- 
tions generally, are matters of 


degree, and the fact is that few 


patients enter a hospital who can 
free themselves of such handicaps. 

The pedagogic methods of bed- 
side instruction for medical stu- 
dents and for their training after 
graduation are fairly standardized 
and leave little to be desired. . 
They can, however, be exercised 
in such’ a.way as to deny comfort 
to the patient and postpone his 
cure. The patient, in the end, is . 
left with unpleasant memories of 
a hospital that should, in reality, 
have’ his undying affection. The 
outstanding problem which con- 
fronts us in situations like these 
is the actual teaching which is 
done at the bedside of the patient 
within his sight and within his 
hearing. 

In order to analyze this prob- 
lem, the Hadassah University Hos- 
pital in Jerusalem prepared a 
questionnaire to determine our 
patients’ attitudes toward bedside 
teaching. Hadassah is the teaching 
hospital of the Medical School of 
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the Hebrew University. It is a vol- 
untary, nonprofit 470-bed hospital 
with a strong extramural pro- 
gram. The great majority of pa- 
tients in this hospital are the finan- 
cial responsibility of an insurance 
group or belong in the part-pay 
classification. Approximately 10 


per cent are nonpaying, and there 


‘are a comparatively small number 
of private patients. 

As a result of the responses to 
this questionnaire, it became clear 
that the largest number of patients 
did not object to bedside teaching. 
It did not, in fact, seem to matter 
whether the individual respond- 
ing was an extrovert or an intro- 
vert. The personality of the indi- 
vidual did not appear to be the 
determining factor. The extrovert 
enjoys the presence of others 
around him, and teaching situ- 
ation experiences like these some- 
how give to such people a sense 
of importance. We are all familiar 
with the woman who loves to talk 
about her operation in after days. 
The introvert, on the other hand, 
has more curiosity and _ seeks 
eagerly to know more about him- 
self and his surroundings. The 
teaching situation sparks this cur- 
iosity. Whatever the psychological 
characteristics of the individual, 
however, none- had any serious 
objection to bedside teaching. 

The approach of the physician 
and the nurse to the patient is a 
huge determinant in the pa- 
tient’s reaction. It is, indeed, the 
most important factor. The man- 
ner in which the patient is 
handled, what is discussed in his 
presence and the amount of at- 
tention he receives were the prom- 
inent points that emerged from 
the questionnaire. In other words, 
it is how as well as why the teach- 
ing is done that influences the reac- 
tions, for better or for worse, 
of the sick in such hospitals. The 
question is, does the patient have 
the feeling that he is benefiting 
by the application of the teaching 
program to his particular case, or 
is the reverse true with all of its 
unhappy consequences? Our sur- 
vey satisfied us that the faculty 
is mindful of the therapeutic re- 
sults—good, bad or indifferent— 
of medical .care on. a_ teaching 
basis. Patients are aware at the 
outset that they will be exposed 
to student teaching because ours 
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is the only university hospital in 
the country. It is for these reasons 


that I assemble and crystalize our 


conclusions on the procedure fol- 
lowed by our staff as well as the 
attitude of the patients to it. 

To begin with, I must emphasize 
a truism which is followed more 
in the breach than in the observ- 
ance. We must practice what we 
preach when we say a patient— 
any patient—must be treated, not 
only with skill and insight, but 
also with respect. Nor should we 
forget that our pedagogic program 
is worthless without him. We must 
not suffer him to make any sac- 
rifices at such a time for the bene- 
fit of others. If there are to be 
sacrifices, they must be made by 
the teacher and not by the sick 
man. | 


PATIENT HAS A NAME 


It is a serious mistake to refer 
to a patient by a bed number or 
by any other bed designation. He 
has a name and prefers to be 
called by that name. Whether to 
use a first name or last name is 
a delicate question which can only 
be decided by taking the patient’s 
personality into full account. Some 
prefer it one way and some the 
other. The manner in which the 
physician addresses his private pa- 
tient in his outside office is a good 
guide to his performance in the 
hospital. Several of our patients 
reported that some attending staff 
members prepared the way by in- 
troducing them to the students, 
thus putting both parties at ease 
from the start. 

The bed covers should not be 
disturbed or removed without 
courteously asking the permission 
of the patient to do so. Nor should 
he be ordered to undress or even 
to sit up; he should be asked 
politely to do so. The patient 
should be included as far as pos- 
sible in any discussion that is held 
in his presence. The teacher should 
turn to him from time to time 
with a tactful question, either to 
amplify a student’s inquiry or to 
corroborate a theory. The patient 
must be made to feel as com- 
fortable and as important as pos- 
sible. He should be made aware of 
the fact that he is contributing in 


‘this way to medical knowledge and 


that he is a person who happens 
to have an illness which requires 


study for the benefit of the 
younger generation of physicians. 

The teacher must come to the 
bedside prepared for the discus- 
sion to follow and should be ready 
to control its course. He should 
read the patient’s history carefully 
before he approaches the bedside, 
in order to develop the salient 
points of the case and guide the 


student carefully in his presenta- 


tion and minimize the commission 
of indiscretions. Patients resent 
the person who blurts out details 
of their private lives in the pres- 
ence of strange students and too 
often within earshot of other pa- 
tients. Some persons unfortunately 
involve the patient this way and 
do violence to the personal and 
confidential relationship prescribed 
by medical ethics. 


It is not enough to deal con- 


siderately with the patient at his 
bedside. This: attitude must pre- 
vail in his absence. When the 
teacher instructs students on the 
subject of case presentation, spe- 
cial attention should be given to 
any possible objections which a 
sick man might have in such cir- 
cumstances. 

Discretion is the essence of med- 
ical teaching, and it does, in fact, 
have legal implications. I am re- 
minded of an instance in which a 
patient suffering from jaundice 
heard the teacher ask the student 
in his presence whether an injec- 
tion of any kind had been admin- 
istered. The student replied that 
an injection had been given and 
that the possibility of serum 
jaundice could not be ruled out. 
The patient happened to be a 
lawyer and promptly suggested 
that he had been given cause for 
legal action and indemnity. 

As I have already stated, pa- 
tients want their confidences re- 
spected, and, the more personal 
the confidence, the greater the 
want. Thoughtless abuse of such 
information’ makes the path of the 
teacher difficult: Joking and talk- 
ing about irrelevant matters are 
out of place on the teaching scene 
and can be very annoying to the 
patient whose own mood is serious, 
even anxious. Before examination 
is undertaken, the patient must be 
made comfortable. It must never 
be forgotten that he is physically 
disabled. While certain features of 
his case may be and should be 
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demonstrated in class, no one en- 
joys having his abdomen palpated 
by several students, unless he can 
somehow be convinced that this 
repetitious procedure will do him 
good. Listening with a stethoscope 
is in a somewhat different cate- 
gory, provided, however, that the 
patient is not exhausted by the 
teaching session. As a matter of 
good habit, examinations and pro- 
cedures under anesthesia should 
also be done considerately and 
gently. 

Many patients stated they would 
prefer to have students return in 
small groups to examine them 
rather than to do so in one large 
group during the teaching period. 
Elicitation of reflexes can be tiring 
and occasionally self-defeating if 
repeated often enough. The infla- 
tion of a sphygmomanometer bag 
ean be uncomfortable, and re- 
peated use of the ophthalmoscope 
in an intensive session can be 
harmful in more ways than one. 
Painful tests and examinations are, 
of course, in a class by themselves. 

An unfavorable diagnosis or 
prognosis should never be dis- 
cussed in the presence of the pa- 
tient. He should be spoken to in 
words he can understand, words 
that will sustain his courage as 
he struggles with his illness. Sick 


people are very prone to misun- 
derstand or misinterpret what is 
being said about them in author- 
itative medical quarters. If they 
are in a position to obtain inac- 
curate information’ about them- 
selves, they often develop phobias 
and imagine themselves suffering 
from ailments more serious than 
they actually are. When situations 
of this kind are exaggerated in the 
minds of the sick, it takes a great 
deal of subsequent explanation to 
dislodge the spectre. Discussion of 
diagnosis and prognosis belongs in 
the conference room after rounds 
and not in the presence of the pa- 
tient. 

Many patients, and indeed many 
physicians, hold to the view that 
if the patient has an understand- 
ing of the treatment about to be 
administered, he not only accepts 
the procedure, he codperates with 
it emotionally. That the mind in- 
fluences the body in situations like 
this is beyond question. On the 
whole, our conclusion was: while 
treatment should be explained to 
the patient by his physician, no 


- discussion of the pros and cons of 


this treatment should take place in 
his presence. 

In view of these factors, we 
asked key members of the nursing 
staff, who are neutrals in a sense, 


to express opinions about this 
problem. This strategic group of 
hospital personnel was firmly of 
the opinion that almost every 
teacher-student conference leaves 
a crop of disturbed, anxious, and 
even miserable, patients. The 
nurses reported that in spite of 
the best precautions, indiscretions 
occur. Although patients were 
willing to make allowances and 
did not complain, the nurses felt 
that this might be due to fear of 
antagonizing the attending staff. 

In order to overcome any mis- 
conception or misunderstanding on 
the part of the patient, we adopted 
the routine of sending an intern | 
to talk to each patient, answer his 
questions and put him at ease after 
teaching rounds. We consider such 
a procedure a vital step in the 
teaching program. 

There is universal agreement on 
the values inherent in the teach- 
ing program. I have tried to point 
out here the impact of this pro- 
gram on the nerves, and ulti- 
mately on the illness, of the sick 
man. We earnestly invite more 


_ attention to this problem in the 
hope that every patient as an in- 


dividual will have the benefit of 
the teaching program without loss 
of- any kind and, indeed, with 
greater effect. . 


nutmeggers proud of leaders 


HE ELECTION of Albert W. Snoke, M.D., 
ia as president-elect of the American 
Hospital Association inspired a rather 
proud listing in the Connecticut Hospital 
Association’s journal. Our friend in the 


“land of steady habits” (as Connecticut 
Yankees call their state) point out that 


Dr. Snoke’s election “adds one more name - 


to the Connecticut list of distinguished 
leaders in the hospital and related fields.” 
The bulletin cited these other Nutmeggers: 
Agnes Ohlson, R.N., president of the Amer- 
ican Nurses’ Association; Francis J. Brace- 
land, M.D., president-elect of the American 
Psychiatric Association; Ira V. Hiscock, 
Se. D., president-elect, American Public 
Health Association; Lucille Refshauge, 
president-elect, American Dietetic Asso- 
ciation. 
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There is no place for a 2. % 
the hospital and the 


WILLIAM S. McNARY 


I N THE 1930’s, when practically 
all of our hospitals faced seri- 
ous financial difficulties and none 
knew what the future had in store, 
they found one very important 
asset on the black side of the 
ledger. This was the confidence of 
the people. 

The 1930’s were not years marked 
by great public confidence in any- 
thing. But the community hospital 
appeared an institution apart. The 
people had confidence in the sin- 
cerity and integrity of the social 
purpose of the voluntary hospital. 
It was this simple confidence of the 
people that gave our voluntary 
hospitals both the opportunity and 
the necessary time to create their 
own prepayment program through 
Blue Cross. | 

This asset of public confidence 
and what has been happening to 
it form a subject that has tempted 
me for some time. For I remember 
only too well that Blue Cross in 
those early days had little enough 
to back its promises, and even less 
to work with, if we left out the 
sincerity and integrity of the hos- 
pitals and the confidence the aver- 
age citizen had in them. 

Through prepayment, built with 
the dimes and quarters of millions 
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City, April 1955. 
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of people, the hospitals succeeded 
in making one of the most remark- 
able transitions of all time. They 
pulled themselves by their boot- 
straps, as it were, out of the dated 
and unworkable economics of early 
nineteenth century philanthropy 
and into the mass-marketing eco- 
nomics of the twentieth century 


industrial society. And they did 


this on a shoestring and confidence. 

Today, our hospitals are used 
more than ever. Everyone knows 
these days that the hospital is the 
best and safest place to be cared 


for if he is sick or injured. The 


people are giving so much thought 
to. the hospital that an estimated 
hundred million have provided 
themselves with some kind of pre- 
paid hospital coverage. Many gov- 
ernment and public agencies, in- 
cluding the administration in 
Washington, are actively interested 
in providing all people with hospi- 
tal protection As a matter of fact, 
the hospital’s popularity has cre- 
ated a new problem, undreamed of 
20 years ago—that of keeping peo- 
ple out of it who do not really be- 
long there. 

Nevertheless, it must be noted 
that the hospital’s current popular- 
ity is based upon confidence of the 
people in the quality of services 
the hospital is providing. This type 


of confidence was not so apparent 


20 years ago. The kind of social 


confidence that the hospital en- 
joyed so widely 20 years ago is not 
sO apparent today. To be truthful, 
it is sometimes not apparent at all. 


BOOMING MARKET | 


Yes, the market for the very 
desirable services of our hospitals 
is booming. The people are anxious 
to get as much protection as they 
possibly can against the cost of 
hospital care. Blue Cross has be- 
come a household word. It is all 
very gratifying; and for the time 
being this popularity, this wide- 
spread recognition of prepaid hos- 


pital care as an everyday necessity, 


offers its many compensations. But 
the fact must be reckoned with that 
too many people are carpingly 
critical of the hospital; too many 
show only impatience when you 
talk about the hospital as a non- 
profit service; too many are down- 
right cynical. We in Blue Cross 
who have to deal with the people 
each hour of the day, day after day, 
hear the question more and more 
often: “What price nonprofit?” 
Most of you know, | am sure, 
that I am not making a personal 
observation. Many respected hos- 
pital people you and I both know 
are vitally aware of this.dangerous 
development. Some of these people 
are very disturbed by the abundant 
evidence of spreading disillusion- 
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ment with the community hospital 
as an institution with a special so- 
cial philosophy. 

I am sure I’m stating the case 
correctly when I say that the vol- 
untary hospital must first represent 
a social ideal in health service to 
the community, not a _ technical 
one. It is a way of providing for 
care of the sick and the injured, 
and for the advancement and pro- 
tection of the health of the whole 
community, not just the technical 
and institutional services involved. 
If this is correct—as I am sure it is 
——-then the problem posed by evi- 
dence that the people are losing 
confidence in the social ideal of 


the voluntary hospital is a very 


serious one. I feel that erosion of 
this idea, which is going on about 
us right now, can and will prove 
fatal to our whole voluntary hos- 
pital system, if not stopped. 

Some hospital people feel that 
the problem could be successfully 
met with an ambitious public rela- 
tions program. 

Some feel that the attitude of 
the people would change if they 
were made to understand, through 
a systematic public relations pro- 
gram, how the hospital has become 
big business and must in the public 
interest operate on business prin- 
ciples. 

Some feel that the public must 
be made to understand how com- 
plex hospital operation has be- 
come; and that this complexity, 
necessary to serve the public, 
would explain why the hospital 
cannot behave like the simple, 
friendly institution of the past. 

Some feel that the whole prob- 
lem might be solved by educating 
the public to the factors behind 
hospital costs, for they think that 
it is the constantly rising cost of 
hospital care that is the source of 
the whole problem. 

Undoubtedly there is merit in 
all of these suggestions. I must 
confess, however, that I am not 
entirely convinced. I do not believe 
that the people are as ignorant of 
what has happened to the hospital 
as some hospital people think. I do 
not believe that statistics, charts 
and technical explanations justify- 
ing hospital costs can really solve 
the basic problem. I'll give you a 
few reasons why I think as I do. 

Not too long ago I found it nec- 
essary to spend two solid days in 
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conference with more than a dozen 
union representatives. A raise in 
Michigan Blue Cross rates had 
made it necessary to arrange this 
conference. 

My staff and I came prepared. 
We met each gripe with facts and 
figures, with statistics and charts, 
with reasoned arguments and de- 
tailed explanations. One by one the 
criticisms were silenced, or at least 
tabled. Finally, on the afternoon of 
the second day, we faced the basic 
issue, and here is the gist of what 
we heard: | 

“You say Blue Cross rates had 
to be increased because hospital 
costs went up. All right. We are 
down to hospital costs. Maybe hos- 


‘pital costs are not too high. The 


fact is that we don’t know. Maybe 
they are too low. Maybe they 
should be higher to give us the 
services we want. We don’t know. 
Maybe hospital costs are just right. 
Again, we don’t know. The hospi- 
tals are-supposed to be community 
institutions. But they operate with- 
out anybody knowing what they 
are doing or why. As it seems to 
us, they up costs as they please. 
You say Blue Cross cannot control 
their costs. Nobody can. Nobody 
has anything to say about it. They 
haven’t shown us that they care 
what happens. All Blue Cross does 
is raise rates to meet hospital costs, 
which you say you cannot control. 
You are just a collection agency 
for the hospitals.” 


SENSE OF CONTACT LACKING 
I listened, and thought, and tried 


. to figure out what to say. Here was 


a problem which the figures and 
facts could not even touch. I could 
explain all over again—and we did 
a pretty good job of it in the first 
place—and I would become in their 
opinion just an apologist for the 
hospitals on top of being their 
“collection agent.’ These people did 
not want to become authorities on 
hospital costs. It was a field in 
which they felt strange. What they 
wanted was a sense of contact with 
the hospital, the feeling of con- 
fidence in the purposes of the in- 
stitution, which I could not pos- 
sibly give them with statistics or 
explanations. 

I might have tried various de- 
vices. I knew from experience that 
I could not change their thinking 


by pointing out to them how much 


the hospital had done for them to 
make them healthier, to prolong 
their lives, even to save the lives 
of some of them. They expect these 
services of the hospital. That is 


_what they are paying for, accord- 


ing to their views. These union 
men build cars. They do not expect 
anybody to be particularly grateful 
because the wheels do not fall off 
the cars they build, or because the 
paint stays on a fairly long time. 
No builder, they would say, tries to 
justify high costs by pointing out 


. that the roof on the house he built 


is staying on. 

These people are paying for hos- 
pital coverage because they want 
the advantages of hospital care 
when they need it, just as they are 
paying for electricity because they 
want the advantages of electricity. 
Technical services were not the 
issue in this discussion. The issue 
was this institution which calls it- 
self a voluntary hospital, which 
operates on a nonprofit basis, which 
looks to the community for sup- 
port, appears to them to handle 
the business of financing hospital 
care without any regard for the 
people or what the people may 
think about it. 

Let me also repeat that it was 
not the actual cost that these union 
representatives made the final is-— 
sue. It was the secluded way the 
hospital operated; it was the hos- 
pital’s seeming remoteness from the 
economics of their everyday lives 
which they made the basic issue. 


It was, if you please, the rumors 


and the hearsay they heard about 
hospitals. 

The problem we faced there, 
which we face repeatedly day after 
day, has to be stated plainly, if we 
are to do anything about it. Too 
many of the hospitals have trans- 
formed prepayment—their own 


‘great contribution to the public 


welfare—into a wall between them- 
selves and the people. No kind of 
public relations magic can pene- 
trate this wall so long as it is there. 
The people want to be a part of — 


- their community hospitals. They 


want to be insiders, not outsiders. 
Let us look at the facts. While 
exact figures are not available, we 
can safely estimate that nearly 60 — 
per cent of our civilian labor force 
has hospital coverage. From 37 to 
40 million American breadwinners 
have some kind of hospital cover- 
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age for themselves and their fam- 
ilies. 

These people are paying for their 
Blue Cross or other coverage month 


after month, the same as they pay 


for gas, electricity and telephone 
service, with this difference. The 
gas, the telephone and the elec- 
tricity they use every day of the 
week. But their hospital protection 
is something they may not use for 
years. Of necessity, they have a 


different sense about the fairness 


of the cost of each. There is another 
difference to consider: Gas and 
electricity are supplied by public 
utilities. The people do not have 
the same attitude toward utilities 
as they have toward their com- 
munity hospitals. Nor would we 
want the people to come to regard 
hospitals as simple public utilities. 
This would spell the end of volun- 
tary hospitals. 

Every increase in hospital costs 
affects the paychecks or the over-all 
take-home-pay of these millions of 
Americans. It affects their family 
budgets. It has repercussions in the 
unions to which so many of them 
belong. And their reaction is going 
to be stronger for the reasons I 
have cited. All of us react more 
strongly to actions we dislike or 
which disappoint us when they are 
committed by persons from whom, 
because of our particular regard 
for them, we do not expect such 
behavior. The people expect the 
hospital to behave differently, and 
they behave differently toward the 
hospital. We want them to continue 
to behave differently toward the 
hospital, too. Let us not forget this. 

The hospital is the heart of this 
whole new, sensitive social and 
economic area. What happens in 
the hospital is felt in thousands of 
personnel offices, in the offices of 


top executives and at endless col-— 


lective bargaining tables. Prepay- 


ment is not something outside the | 


hospital; it is the new nervous 
system connecting the hospital and 
the people. 

Let me give this some concrete- 
ness. In 1946, Michigan’s Blue Cross 
Plan annual payments to hospitals 
averaged about $8 per member. In 
1954, the average per member was 
close to $25. During the same per- 
iod we almost tripled our mem- 
bership. 

Now, tripling our membership in 
this short period was a job that in- 
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volved many important changes in 


the thinking, attitudes and office 
operations of thousands of enter- 
prises. The growth of such a de- 
velopment as prepayment is a dis- 
turbing factor. When on top of this 
disturbance we were forced to 
raise our rates every little while in 
order to more than triple our pay- 


ments to hospitals—and do it in 


eight short years—you can under- 
stand how sensitive every one of 
our more than 16,000 enrolled 
groups became to the problem of 


hospital costs. Management is as 


sensitive as the employees, let me 
assure you. 


COMMERCIAL COMPLICATIONS 


There is another problem adding 
to public exasperation and public 
disillusionment with what is going 
on in the health care field. The 
U. S. Chamber of Commerce re- 
cently stated in one of its publica- 
tions that about 900 insurance com- 
panies in this country are today 
selling hospitalization coverages. 
There are more companies selling 
health insurance than automobile 
insurance, and they are doing a 
bigger business, too. These compa- 
nies selling health insurance are 
collecting in excess of $2 billion a 
year in premiums for hospital, 
medical and surgical coverages. 
They are at the same time piling 
up huge reserves. 

There is probably nothing wrong 
with insurance companies selling 
the nonprofit services of our com- 
munity hospitals at a profit, al- 


though it does prompt a lot of peo- 


ple to raise the question we asked 
earlier: “What price nonprofit?” 
Maybe nobody would think of rais- 
ing the question if hospital costs 
were so low that the profit added 
to the nonprofit low cost did not 
materially affect the ability of the 
average citizen to secure this cov- 
erage. The facts would seem to in- 
dicate the contrary. The real trou- 
ble is that too many of the cover- 
ages offered by some of the com- 


mercial carriers are shoddily and 


pathetically inadequate. 

When does a citizen who has 
paid his money for hospital cover- 
age discover that he has been 
taken? Usually when he is sick and 
in the hospital. What are his feel- 
ings? You hospital people know the 
answer to that only too well. Quite 
frequently he has no alternative 


but to leave the hospital still owing 
the hospital a good part of his bill. 
The citizen who has been taken in 
this way—and they number hun- 
dreds of thousands—is going to feel 
very strongly about the whole busi- 
ness of financing hospital care, and 
he is generally not in a mood to be 
fair to the hospital. 

Here again we face the same 
problem, the same conflict in view- 
points. It is the feeling of so many 
hospital managements that their 
business is exclusively to provide 
the services people need for their 
care, and that when they deliver 
these services they have done 
everything to be expected of them. 
It is the people’s viewpoint that the 
hospital, as a community institu- 
tion demanding and receiving spe- 
cial treatment, owes the people 
more than that. 

Certainly, since the major pur- 
pose of our voluntary prepayment 
effort is to preserve our voluntary 
hospital system, the voluntary hos- 
pitals cannot regard the effort with 
benevolent indifference, not with- 
out casting an air of absurdity 
upon the whole effort. And when a 
citizen gets stuck with a bad hos- 
pitalization policy, it is the whole 
voluntary effort that suffers. Has 
the hospital a responsibility in this 
area? 

Let me cite one paragraph from 
the Imlay City (Mich.) Times. Im- 
lay City has a population of 1,141 
and is of particular interest to us 
because it is a rural community. 
Here is what this paragraph says: 
“There seems to be no doubt that 
hospital insurance has become a 
racket, judging from the number 
of advertisements that fill our mail 
boxes.” 

This is the opinion in the small 
and rural Imlay City. We would 
find the same opinion in the urban 
industrial centers, only very much 
stronger. 

Now to whom can the people 
turn for advice, for guidance, for 
leadership, in their efforts to pro- 
vide themselves with honest and 
adequate hospital protection? Are 
not the people making the effort to 
provide themselves with prepay- 
ment the voluntary way in order 
to preserve our voluntary hospi- 
tals? What do the people owe the 
voluntary hospitals which the lat- 
ter, by the same token and in the 

(Continued on page 156) 
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How do you describe the 


Christmas season in a hospital? 


... In pediatrics there is brightness and cheer . . . 
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and perhaps... a trace of tears on the pillowcase. 


To those who are patients and to those who are on duty, | | \ 


the hospital is “home”. . . 
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... someone 
invariably shows up ina 


Santa Claus suit... 


.. . after the visitors are gone and the 
carolers have departed . . . 
an odd sort of quiet settles over 


the hospital. 


—pictures by Orlando, Three Lions 


~captions by Arnold A. Rivin 
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California Hospital Association—Incidents and Claims 
1954 Policy Year—As of March 31, 1955 


| oF |nesovting| oF Tora. | CLAIMS | Chosen | 
| | TATE | | OPEN | LITIGATION 
i Out of bed—over rails 635 | 26 32 9 29 2 
ac~ Out of bed—no rails | 366 15 27 8 25 2 
Accidents in bed | iss | 8 Re 
| el Surgery & delivery incidents 53 2 32 11 29 3 
Medication errors 96 4 14 4 4 10 
Needles lost 23 T 3 
Sponges lost 18 6 6 2 6 
Burns 56 2 18 5 15 
Equipment accidents 66 3 7 2 6 
I. V. infiltrations 35 5 1.4 4 
Injections—Injuries 4 0 0 
- X-ray dept. incidents 9 4 9 3 2 6 ! 
Baby identification errors 5 3 
Ke lost or damaged 10 4 4 1.2 2 2 
4 Visitors—slip & fall 13) § 69 | 20 5 56 6 2 
Not classified 86 4 2 7 4 18 3 
2.418 | 100 | 341 (100 | 23 | 291 | 15 12 


collective action on incidence 


reports gives California hospitals a 


guide to a planned safety program 


OR THE FIRST TIME in the his- 
tory of California hospitals, 
there is now available a collective 
approach to the accumulation of 
data on accidents and unusual in- 
cidents. The reporting of all inci- 
dents by all hospitals, irrespective 
of the seriousness or possible lia- 
bility, is considered the key to 
future success of our new group 
insurance program. The 120 hos- 
pitals now covered under the plan 
are encouraged in every way to 
submit reports to add to our grow- 
ing stockpile of data. 
Our group program, as formu- 
lated and set up by the Insurance 


Mr. Ludiam is legal counsel for the 
California H ital Association, and a 
member of the law firm of Musick, Peeler 
and Garrett, Los Angeles. 


JAMES E. LUDLAM 


Committee (now Council) of the 
California Hospital Association, 
was outlined in the February 1955 
issue of HOSPITALS. Basic consider- 
ations are that coverage under the 
plan is adequate, that a sufficient 
volume of insurance is placed to 
make it worthwhile for the carrier 
to furnish a continuous inspection 
service and maintain interest in the 
program, that hospitals participate 
in losses by means of a limited de- 
ductible clause as an incentive to 
keep down losses, and that pre- 
miums are realistically related to 
losses. 

It is of utmost importance that 
the carrier receive all incident re- 
ports, so that the experience of a 
single hospital cannot prejudice 


the entire program nor _ upset 
the balance of premiums against 
losses. Reserves are not set up 
against all incidents. Each is indi- 
vidually evaluated, and to date 
only 7 per cent have led to re- 
serves. Even when a reserve is set 
up it has no effect on the future 
premium of an individual hospital, 
since the premium rates are de- 
termined on a group basis. Hence 
there is every inducement for all 
hospitals to report all incidents. 
The broad experience thus 
gained is being used as a guide by 
the Insurance Council, the indi- 
vidual hospitals and the carrier 
in a planned safety program. The 
experience of each individual hos- 
pital is available to that hospital, 
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but more important are the col- 


lective statistics which are avail- 


able to all. 

Data and information on the 
incidents, how the carrier classifies 
them, why some resulted as paid 
claims or litigated cases and how 
the incidents could have been pre- 
vented are now being used as the 
subject of talks given during 
meetings of hospital administra- 
tors, nursing personnel and other 
employees in the insured hospi- 
tals. The general approach is that 
all hospitals have very similar 
problems and practices that are 
producing claims and eventual 
lawsuits. Exactly which areas and 
what types of patients are going 
to produce lawsuits can be deter- 
mined by analyzing and making 
use of these over-all statistics. 
With this information available, 
the hospitals can then channel 
their efforts into a safety program 
using those safety measures that 
will reduce incidents and in turn 


_ reduce the number of eventual 


claims. 

As an example, we can cite the 
category “Out of Bed—Over the 
Rails.” This type of incident ac- 
counted for more than one- 


quarter of all incidents reported — 


to the insurance carrier by all in- 
sured hospitals. A close analysis of 
this particular category shows that 
71 per cent of all patients going 
“over the rails’ do so between 
Il p.m. and 7 a.m., 19 per cent 
from 3 p.m. to 11 p.m. and the 


- remaining 10 per cent from 7 a.m. 


to 3 p.m. Moreover, 86 per cent of 


the patients who climbed over the 


rails or the end of the bed were 
over 50 years of age; 9 per cent 
were under 50, and 5 per cent 
were children. 

Even though this group of in- 
cidents was one of the largest re- 
ported, the resulting claims or liti- 
gated cases were exceptionally 


low. 


Such information as the above 
would indicate that the rails were 
up on beds of those patients who 
required such care and that hos- 
pital personnel had recognized 
them as needing some protective 
measures. The age analysis should 
point out that rails are generally 
needed for those patients over 50 
and particularly so during the 11 
p.m. to 7 a.m. shift. It might also 
be suggested that the patient re- 
ceived more supervision and care 
during the day and early evening, 
and that incidents happened most 
frequently after the bedtime care, 
when many patients normally re- 
ceived sedation. 


OUT OF BED—NO RAILS 


Interestingly enough, this cate- 
gory accounted for only 15 per 
cent of the total incidents reported. 


Perhaps this can be attributed to 


an active program by California 
hospitals to utilize and make ef- 
fective standing orders requiring 
bed rails under specified condi- 
tions. 

Reports here include patients 
climbing, rolling and falling out 


ang oe OF THE Council on Insurance of the California Hospital Association 
from the Southern California area discuss incident reports with James E. Ludiom 
(left), Association counsel and author of this article, and Jack J. Fulton (right), 
special representative for the insurance carrier. Such conferences represent one 


hase of the planned safety program to reduce incidents. The Council members, 
(ott Ermshar, Ritz 


to right, are Herold 
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E. Heerman and John P. Preston. 


of bed. The reports also cover in- 
cidents in which the patient’s need 
for rails was indicated—based on 
general observation.by the nurs- 
ing personnel—even though the 
attending physician failed to order 
rails. As an example, the patient 
enters the hospital in a somewhat 
irrational condition. The doctor 
does not order rails; and 48 hours 
after admission the patient rolls 
out of bed, fracturing his hip. 
Even though the admitting physi- 
cian did not order bed rails, the 
facts suggest that the nursing per- 
sonnel (nine different individuals), 
having observed the patient over 
this period, properly should have 
notified the physician of the pa- 
tient’s condition and put up the 
rails. This patient, without a doubt, 
should have been classified by the 
attending physician at admission 
as a patient with a special condi- 
tion and therefore requiring close 
observation. 

Better physician relationships 
through educating them as to the 
problems of hospital nursing per- 
sonnel, admitting procedures and 
standing orders should help screen 
these potential problems. Since 
many of these patients never at- 
tempt to call a nurse, reliance on 
the call button cannot be a com- 
plete answer. 

The irrational patient is not 
necessarily within the senile or 
aged group. A patient of any age 
can become irrational where such 
conditions as toxic illness and 
high temperature exist. In review- 
ing incidents in this category, our 
experience is that the age group 
50 to 96 years accounts for three- 
quarters of patients out of bed 
with no rails in place. Regardless 
of the age, the sedated patient, the 
eye patient, the labor patient and 
the postoperative patient are po- 
tential hazards; furthermore, other 
patients merely reaching for some 
personal item on a distant night- 


- stand may also roll or climb out 


of bed. We feel nursing personne! 
should be constantly reminded 
that some patients will be reaching 
for personal items, such as false 
teeth, cigarettes or eye glasses, 
rather than calling for the nurse. 

This category will produce more 
actual paid claims and losses than 
the “over-the-rail’” group. Con- 
trary to some general thinking on 
the bed rail problem, our statistics 
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do not prove that patients climbing 
over the bed rails receive more 
serious injuries than those rolling 
out of beds where no rails are in 


place. Perhaps that rail gives the . 


patient something to steady him- 
self by. As a matter of fact, some 
administrators who have reviewed 
these figures with us argue with 
considerable conviction that they 
may be an indication of the merits 
of the half-rail. 

We now feel that the ultimate 
answer to patients-falling-out-of- 
bed incidents is the electrical mul- 
tilevel bed; after the doctor and/or 


nurse have completed treatment, - 


the bed can be returned automat- 
ically to its lowest position. Use 
of this bed may be combined with 
the half-rail to give an opportunity 
for safer escape to the patient who 
will attempt to get out of bed re- 
gardless of the type of restraint. 
This is an expensive answer; but 
the public relations problem, as 
well as the liability implications, 
make the expenditure justifiable. 
Several hospitals have made the 
story so poignant that they have 
interested donors in giving this 


specific equipment. 


OUT OF BED—AMBULATORY 


This category breaks down into 
two distinct groups, attended am- 
bulatory patients and unattended 
ambulatory patients. This category 
accounted for 27 per cent of all 
the reported incidents and at the 
same time produced less claims but 
with a larger amount paid out than 
either the “no rail” or “over the 
rail” categories. The early ambula- 
tion program in California hospi- 
tals has caused this type of inci- 
dent to skyrocket. 


ATTENDED AMBULATORY PATIENTS 


In many instances, nursing per- 
sonnel are given orders that read 
“bathroom privileges with assist- 
ance.” In most cases, personnel 
will then assist the patient as or- 
dered, but the written order does 
not say, “leave the patient unat- 
tended part of the time.” It im- 
plies a possible continuing duty of 
care; that is, the patient should 
receive assistance and be attended 
from the bed to the bathroom and 
back to the bed. In one incident on 
file. a patient left unattended for 
three minutes drowned while tak- 
ing a bath. The fact that it was 
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necessary for nursing personnel to | 


render any assistance to the pa- 
tient may have been sufficient 
notice that the patient should 
never have been left unattended 
while out of bed. 

The age factor is of utmost im- 
portance here, since the elder pa- 
tients, either medical or surgical, 
generally will need assistance when 
they are out of bed. The type 
of patient is of utmost importance, 
since this category includes or- 
thopedic patients, patients with 
heavy casts on their extremities 
or body, patients using wheel 
chairs the first time or walking 
with crutches for the first time. It 
goes without saying that these pa- 
tients should be attended and as- 
sisted. Nursing personnel should 


_be alerted to the danger that these 


patients may collapse due to the 
various contrivances and types of 
equipment that must be _ used. 
Even though orthopedic patients 
will generally be a small percent- 
age of the ambulatory group, they 
must be watched closely, at least in 
the initial stages of ambulation. 


UNATTENDED AMBULATORY PATIENTS 


Within this group, we find rou- 
tine postoperative recovery pa- 
tients and routine medical cases 
with no serious conditions. Yet 
once out of bed, these patients may 
collapse during the first few min- 
utes of ambulation. Even though 
there may not be specific orders 
for assisting these people, we feel 
that it is necessary for nursing 
personnel to know and observe 
each patient; his condition may 
have taken a drastic change from 
the last time he was seen by the 
the doctor. Therefore, it is neces- 


sary for nursing personnel to rec- . 


ognize changing conditions and an- 
ticipate that these changes could 
cause a routine ambulatory patient 
to collapse once he is out of bed. 


MEDICATION ERRORS 


This category accounted for 4 
per cent of all incidents reported. 
Each error in this group could 
have been fatal. The causes of 
errors were as follows: 

1. Improper Patient Identifica- 
tion. Nearly half of all of the 
medication errors were directly 
due to improper identification. It 
is now felt that asking a patient 
his name is very dangerous and 


antiquated, and that the method of 
identifying by bed tags in crowded | 
hospitals where there is consider- 
able moving of patients’ beds is 
inadequate. It would seem the 
most positive method for nursing 
personnel to identify their patients 
would be some sort of identifica- 
tion attached to the person of the 
patient from time of admission to 
discharge. Such a method elim- 
inates the spoken questions and 
eliminates the possibility of error, 
should the bed tag be incorrect. 

The large number of errors re- 
sulting from the improper admin- 
istration of blood and blood prod- 
ucts to patients indicates that 
every hospital should have writ- 
ten, standing orders on this sub- 
ject, requiring a double check. The 
largest claim ever -paid by the 
California program to date fell in 
this area. Where positive wrist- 
band identification has been used 
on all patients, errors of identifica- 
tion have almost been eliminated. 
Perhaps the novelty of the exper- 
iment contributed to its success, 
but such a procedure bears seri- 
ous consideration. 

Statistics point out that medica- 
tion incidents causing injury or in- 
convenience to the patient or ex- 
tending the length of stay could be 


- judged in most cases to be acts of 


negligence on the part of person- 
nel, leading to liability on the part 
of both nurse and hospital. Human 
error unfortunately is no defense. 

2. Incorrect Dosage. Incidents 
involving improper dosage have 


-accounted for all remaining iden- 


tification incidents—55 per cent— 
and again, a defense is difficult. 
This type of incident will gener- 
ally not produce a lawsuit unless 
the incorrect dosage is serious or 
fatal to the patient. Many such 
cases involve additional dosages by 
nurses on the following shifts. . 
There are cases in which the dos- 
age was incorrectly read, but 
handwriting being difficult to read 
is hardly a valid defense. 

Here again, it is the function of 
management to establish proce- 
dures and safeguards to avoid er- 
rors. A simple requirement that 
the administering nurse read back 
the order and dosage works won- 
ders. 

Many people in hospital admin- 
istration are inclined to accept 
slip and fall accidents as a neces- 
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sary evil and one of the hazards 
of running a hospital. This is per- 
haps true in a certain percentage 


_ Of cases, but it is not true of all — 


or even most of them. Further- 
more, this category, making up 
just 5 per cent of our reported in- 
cidents, gave rise to our greatest 
number of lawsuits. The fact that 
some attorneys specialize in trying 
slip and fall cases indicates the 
potential loss to hospitals in this 
regard. 


OUTDOOR HAZARDS 
Nearly half the slip and fall in- 
cidents occurred outside the hos- 
pital, and in turn nearly half of 
these took place right on the 
threshold or exit. Every hospital 
entrance or exit should be re- 
viewed with a. critical eye—or 
better still, examined from the 
standpoint of an 80-year-old rheu- 
matic with bad eyesight. For ex- 
ample, a single step is a claim 
trap; use a ramp. There should be 
a rail down each side of.a set of 
stairs and one down the middle if 
the span is wide. Take added pre- 
cautions if the patient must look 
into the sun. Be sure stairs and 
walks* have a nonskid surface, 
whether wet or dry. Check your 
sprinklers to see that they do not 
wet or muddy your walks. 


PARKING LOT HAZARDS 


A new -hazard is the parking 
lot. If it is not cleaned frequently, 
foreign material will collect and 
grease accumulate. Many visitors 
- use the lot at night. If the lighting 
is from the hospital building, it 
may shine directly into the eyes of 
a person approaching the hospital; 
they may stumble over | curbs, 
sprinklers, parking guards and the 
like. Two-fifths of our outside slip 
and fall cases were in the parking 
lot. 

As might be expected, 58 per 
cent of our inside slip and fall 
cases were in the corridors. In a 
majority of these cases the waxed 
floors were too slippery. Every 
hospital should periodically check 
its floors for  slipperiness — all 
floors, because it is amazing how 
the fleors in an individual hospital 
will vary. It is possible to reduce 
this hazard. 

It does no good to keep the floor 
well waxed if liquids or foreign 


substances are permitted to col- 
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HE INTERN’S DREAM 

seems about to be 
realized at last. A Bos- 
ton company has an- 
nounced that an auto- 
matic and electronic 
blood counter is now 
available. Designed by 
Doctors Richardson, 
Diamond and Breck of 
Boston, the new gadget 


robot blood counters records a 


complete blood count in less than two minutes. 


You put a drop of blood in a counting 
chamber and press some buttons. A built- 
in microscope with a built-in dark field forms 
an image of the cells and transmits the 
image to a built-in photomultiplier. A light 
beam scans the cells and registers the leuco- 
cytes or the erythrocytes or both, as prede- 
termined by a selector switch. This then 
feeds its results into a “computer circuit.” 
The count is displayed on a calibrated large 
dial, all ready for report without further 
conversion or calculation. Accuracy? Plus or 
minus three per cent. 3 


First they invented the sphygmomano- 
meter. In my father’s generation, they 
scorned M.D.s who couldn’t estimate blood 
pressure by feeling the radial artery and 
who had to depend on machinery. Before 
that, someone invented a glass tube that 
registered body temperature and took away 
the satisfaction of the practitioner who could 
estimate body temperature within 0.5 degrees 
just by feeling the forehead. If we trace it 
back far enough, the culprit who started this 
destruction of ars medicinae was the one 
who invented the clock (its first use was 
pulse counting, by the way) and deflated the 
doctors who could estimate pulse rate by 
touch. 

So now comes the “arithmometer”’ for 
counting blood cells. Any day now the elec- 
trocardiogram will have a word-writing 
stylus built in that will write the diagnosis 
as well as the curve. Electroencephalo- 
graphy will come next, as they discover the 
special signature of each neurologic syn- 
drome. Surely there should be something 
better than boiling for albuminuria. We look 
for a gadget that will accept the urine, smell 
it, taste it (for the honey taste in diabetes), 
measure its acidity and albumin content and 
then by ringing bells or stylus-writing come 
up with a diagnosis. 

By the next century the doctor’s bag will 
have no _ stethoscope, sphygmomanometer, 
percussion hammer or tongue depressor in it. 
No, all he will need will be a wrench, a 
pair of pliers and an oil can to keep the 
machinery in good order.—-Editorial, from 
The Journal of The Medical Society of wae 
Jersey (51:12), December 1954.. 
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lect on the floor. A good safety 
rule is that no one is too good to 
clean up a wet spot or stand guard 
until it is cleaned. 

Stairways 
hazard zone. Here again, lack of 
proper maintenance or failure to 
use protective pads or abrasive 
strips was indicated. 3 

The patients’ rooms contributed 
15 per cent of the inside fall cases. 
We have the problem of liquids 
and foreign matter on the floor, 
with the additional hazard of fall- 
ing over equipment. Constant 
maintenance is the best if not the 
complete answer. 


EQUIPMENT AND SUPPLY ACCIDENTS 


This group generally involves 
faulty equipment or faulty instal- 
lation, which can generally be said 
to be the result of direct negli- 
gence of the hospitals. In some 
instances, the supplies and equip- 
ment are defective or hazardous, 
and the manufacturer might be 
held partially liable; but the hos- 
pital will escape liability only with 
difficulty. If the hospital has an 
incident resulting from defective 
equipment, it is of utmost impor- 
tance to immediately isolate that 
piece of equipment, as it may be 
a vital piece of evidence. It should 
only be released on instruction of 
the hospital attorney or insurance 
carrier. Not even the manufacturer 
should be permitted to have pos- 
session of it without this clearance: 
the hospital may find the item is 
needed in proving its right to 
charge the manufacturer or sup- 
plier with responsibility for the 
incident. There have been a num- 
ber of serious cases where the 
manufacturer has assumed the full 
cost of defense as well as liability 
for loss. 

Unfortunately, some of the 
worst accidents have resulted from 
new equipment. These have devel- 
oped either from a failure to eval- 
uate properly the potential hazards 
created by the new equipment or 
from failure to utilize it properly. 
‘Too much reliance can be placed 
upon the Underwriter’s Laboratory 
approved label. This label means 
that the equipment is properly 
constructed and has passed a wir- 
ing inspection but does not mean 
that it is foolproof. 

A constructive approach to this 
problem is appointment or election 
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constitute another. 


of an equipment committee with- 
in the hospital charged with the 
selection and final inspection of all 
new equipment. This committee 
should include the administrator, 
engineer, purchasing agent and 
such department heads as may be 
directly concerned with the par- 
ticular equipment being consid- 
ered. All equipment should be 
bought subject to final approval 
by actual inspection of the com- 
mittee. The committee should 
concern itself with all possible 
hazards, such as: . 

(a) Whether electrical equip- 
ment is grounded by a three-wire 
connection. This is essential to 
prevent a serious shock. Often, 
hands of patients or nurses are 
moist, and they may take a terrific 
jolt. Hospitals should insist on 
three-wire cords not only on equip- 
ment in patients’ rooms but even 
in the kitchen and in offices. 

(b) Whether thermostatic-con- 
trolled equipment has a maximum 
heat limiting device. If the unit 
is not heat-limited, then it must 
have a time-limit control. This is 


particularly important on all bed- 


heating equipment. 

(c) Whether electrically oper- 
ated incubators, even the latest 
models, have been studied for po- 
tential hazards by assuming they 
may not be properly utilized dur- 
ing an emergency; for example, 
the need for using an incubator for 
more than one baby. Several seri- 
ous accidents have occurred in 
what was thought to be the most 
advanced type of incubators. 

(d) Whether operating instruc- 
tions are clear and simple. If they 
are not, rewrite them. A student 
nurse is not a mechanic. 

{e) Whether equipment allows 
possible patient involvement. Can 
a delirious patient overturn the 
equipment or pull it down on him- 
self? Can bandages be ignited? 

These are illustrations of haz- 
ards generally related to electrical 
units. There are other areas of 
great concern. For example, bed 
rails and traction devices should 
be checked to make sure they have 
a positive lock even when put to- 
gether carelessly. Many accidents 
have resulted from failure of this 
type of equipment, and all such 
items should be subject to a per- 
iodic inspection. 

There are other smaller groups 


of accidents that bear brief notice: 

1. Burns. This includes hot 
water bottle accidents and those 
involving heating pads, therapy 
lamps and hot liquids spilled on 
the patient. They are generally 
looked on as direct negligence of 
the personnel, since the object 
causing the burn is under direct 
control of a hospital employee. The © 
practice of doing away with all hot 
water bottles is gaining wider ac- 
ceptance. 

2. Lost Sponges and Needles. 
This category is well down in the 
list in frequency, but each incident 
carries a long fuse, the statute of 
limitations not applying until the 
patient discovers the _ incident. 
Here is an area in which the re- 
sponsibility or the lack thereof 
should be clearly defined. If hos- . 
pital personnel are not making 
either sponge or needle counts, 
this procedure should be clearly 
understood by all concerned, par- 
ticularly by the surgeons, who 


-must then assume full responsi- 


bility. 

3. Baby Identification Errors. 
This is also near the bottom in 
frequency; but each error is not 
only a professional liability prob- 
lem, it is a tremendous public re- 
lations problem. Positive identi- 
fication through the wristband 
method with the mother partici- 
pating in removal of the band on 
discharge, together with a written 
acknowledgment, appears to be 
the safest method. — 

We owe a debt of gratitude to 


hospitals participating in the Cali- 


fornia program for their effective 
cooperation in making these inci- 
dent reports available whether 
liability was indicated or not. It 
is through this continuing accumu- 
lation of statistical information 
that we will be able to get to the 
heart of a claims prevention pro- 


- gram. Incidents which do not take 


a pattern in a single hospital do 
so when classified with those of 
more than a hundred hospitals. | 
As trends develop they are dis- 
cussed with nursing personnel, 
who are directly involved in four- 
fifths of the reported incidents. 
They are eager to help, only need- 
ing guidance. The program can 
furnish the information, but lead- 
ership and the ultimate solution 


‘of our problems must come from 


hospital administration. 
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corporate contributions to hospitals 


ONATIONS TO hospitals 

have become a major item 
in the philanthropic budgets 
of American business corpo- 
rations and appear likely to 
' assume even greater impor- 
tance in the near future. Most 
companies recognize that they 
have a community responsi- 
bility to support worthy hos- 
pital drives and gladly con- 
tribute what they regard as 
their fair share. However, 
according to answers re- 
turned by 179 companies to a 
recent National Better Busi- 
ness Bureau questionnaire, 
there is much uncertainty as 
to what industry’s fair share 
of hospital giving should be. 
There is little or no uniform- 
ity among corporations as i 
criteria applied in determi 
ing that amount in _ specific 
cases. 

Ninety-four per cent of the 
participants in. the survey 
gave to hospitals during 1953, or 
their next fiscal year . . . Seventy- 


one per cent reported contributing 


to hospital operating budgets dur- 


ing the past year or so and 75 per 
cent have contributed to capital 


funds for new buildings, modern- 
ization, expansion etc. . . 
The full amount of the contribu- 


This article has been abstracted from 


‘Corporate Contributions to Hospitals,’-a 
copyrighted publication of the National 


Better Business Bureau, Inc. The full re- 


ope and supplement are available from 
Bureau, Inc., 
Chrysler Building, New York 17, for $2.50. 


ational Better Business 
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"Corporate Contributions to Hospitals” is 
the first survey to be conducted by the Na- 
tional Better Business Bureau in codperation 
with its Solicitations Panel. The Panel is pres- 
ently composed of representatives of 262 
large, small and medium-sized business firms 
constituting a cross-section of American in- 
dustry. It was organized by the Bureau to pro- 
vide business executives with a vehicle for the 
exchange of information and views on corpo- 
rate giving problems of major significance. 
This first subject for study was selected by 
the Bureau's business Advisory Committee on 
Solicitations in the belief that there was wide- 
spread need of, and eagerness for, informa- 
tion on this subject by business firms. The re- 
sults have amply justified this belief. A re- 
markably high 70 per cent of panel members 
returned complete and compilable question- 
naires, in the preparation and compilation of 


which, the Bureau was professionally assisted 


by Stewart, Dougall and Associates, New York 
research and consulting firm. 


tions of these 179 companies can- 
not be calculated because one of the 
unexpected facts encountered in 
the survey was that many corpor- 
ations do not know how much they 
have been giving to hospitals. For 
example, 75 companies reported 
contributing to hospital operating 
budgets through Community 
Chests or United Funds. Little 
more than a third (28) knew what 
percentage of these contributions 
was allotted to hospitals .. . 
The benefits which may logically 
be expected to flow to employees 


as the result of a company 
donation is a factor of para- 
mount importance in corpo- 
rate giving to hospitals .. . 
Hospital and surgical insur- 
ance is of doubtful value to 
the employee for whom no 
hospital bed is readily avail- 
able ... Although this sur- 
vey did not include expendi- 
tures for employee insurance 
protection in computing hos- 
pital donations, some partici- 
pants suggested that these 
fringe benefits are, in a sense, 
an important corporate con- 
tribution toward hospital 
maintenance. 

.. . Of 169 companies an- 
swering the question, “Where 
are the hospitals located 
which you supported in the 
past year or two?”, 64 per 
cent stated that they contrib- 
ute to hospitals in the im- 
mediate vicinity of their 
plants or office installations; 
40 per cent give to hospitals ad- 


jacent to their plants where a 


concentration of their employees 
may live; and 16 per cent contrib- 
ute in areas where they have a 
relatively small operation, such 
as a sales office with a few em- 
ployees. 

. . . One out of five companies 
participating in this survey, re- 
ported that they have no definite 
policy which determines whether 
an appeal for a contribution will 
be granted. 

Of those having a policy 77 
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companies ... stated that it was 
based on the extent and availabil- 
ity to employees of services of the 
hospital soliciting funds. 

Many of the 179 companies 
responding to the questionnaire, 
indicated that they were seeking 
to develop a formula for determin- 
ing industry’s and, more specifi- 
cally, their own company’s fair 
share of hospital contributions. 
However, 171, or 94 per cent of 
all respondents, reported that they 
have no such formula at the pres- 
ent time. 

. What we have attempted 
to do is to assemble and report 
the actual practices of a repre- 
sentative group of business cor- 
porations .. . With this in mind, 
the study sought to answer two 
main questions: 

1) What criteria do corporations 
employ in deciding whether to 
support a given hospital appeal? 

2) How do corporations deter- 
mine how much they will give to a 
particular appeal? 


FACTORS AFFECTING 
DECISION TO GIVE 


1) Availability to employees of 
the services of the hospital solicit- 
ing funds. 

Most believe that 
the hospital should benefit em- 
ployees and be used by employees. 
For this reason .. 
tions confine their contributions to 
areas where they have plants, 
distributing branches or other im- 
portant operations and, secondar- 
ily, to areas in which substantial 
numbers of employees and their 
dependents live... 

2) The need for help must be 
established. 

Conditions in the community 
must be such as to justify building 
new hospitals or expanding or im- 
proving old ones. 

3) The hospital facilities must 
be available to all, benefiting the 
entire community. 

Many corporations will not con- 
tribute to hospitals which prac- 
tice discrimination as to race, 
color or creed although they have 
no objection to the operation of a 
hospital by a religious or sectarian 
order. 

4) The hospital must be effi- 
ciently operated. 

Several companies expressed the 
view that a primary objective of 
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. Most corpora- 


the hospital should be to become 
self-supporting and that evidence 
should be available that progress 
is being made toward that objec- 
tive. In this connection, a number 


of companies reported that they 


will not contribute to hospitals for 
operating funds. Many companies 
require that hospitals submit fi- 
nancial statements, budgets and 
other pertinent data for review ... 
5) The hospital must be a non- 
profit, tax-exempt organization. 
6) The hospital must have 


broad public support and commu- 


nity interest. 

The citizens sponsoring the drive 
and board of trustees or other 
governing body, should be repre- 
sentative of community leaders 
and participate actively in policy 
decisions. 

7) The hospital must be duly 
accredited and its medical staff 
recognized as competent. 

Specific questions. asked are: 

“Is the hospital accredited by 
the Joint Commission on Accredi- 
tation of Hospitals or does it have 


a reasonable prospect of accredi-_ 


tation when the building project 


for which funds are solicited is 


completed 

“Does the hospital provide diag- 
nostic and treatment facilities con- 
sistent with the minimum stand- 
ards outlined by the Federal Hos- 
pital Construction Program?’’ 
8) Many companies reported 
that they restrict their contribu- 
tions to general hospitals. 

However, there are a few who, 
because of the nature of their 
business, donate to certain special- 
ized institutions. 

9) The gift must advance the 
community and public relations 
programs of the company. 

Hospital donations are regarded 
as expressing industry’s faith in 
voluntary cooperation in dealing 
with community problems in a vol- 
untary way... 

Many companies rely on the rec- 
ommendation of plant managers 
but will integrate the suggested 
amount of a contribution into the 
parent company’s budget opera- 
tions to determine ability to pay .. . 


HOW ARE AMOUNTS DETERMINED? 
The number of employees, par- 


ticularly in relation to the em- 


ployed population of the commu- 
nity as a whole, is the yardstick 


mentioned more frequently than 
any other. Thus, 31 per cent of the 
companies reported they contrib- 
ute on a per employee basis and 
an additional 8 per cent reported 
that the amount of their contri- 
butions is determined by the num- 
ber of-employees in the area served 
or by the size of their company in 
relation to that of others in the 
community. However, most com- 
panies using this yardstick pointed 
out that while the per employee 
basis is an important factor, it is 
not the only one that they employ. 

Contributions on a percentage 
basis of the total campaign goal 
were.reported by 17 per cent of 
the companies . .. Many of the 
companies advise that they con- 
tribute the same percentage as 
their proportion of Community 
Chests ... 


FORMULAE 


... . The most specific of the 
formulae whereby a company un- 
dertakes to determine its fair 
share of hospital contributions 
are as follows: 


axb d . 
x — =< company’s fair 
Cc 2 share 
a d 
— xX. — = company’s fair share 


c 2 


Legend for the two foregoing 
formulae: 

a. Number of company em- 
ployees in the area served. 

b. Average sized family per em- 
ployee. 

c. Population of area served. 

d. Amount of campaign goal. 

Another company reported that 
the. following factors are given 
consideration in determining its 
contributions: 

—The population of the area to 
be served by the hospital facility 
and the percentage of employees 
and their families in the area pop- 
ulation. 

—The present and 
beds per thousand population 
compared with what we believe 
to be a desirable average of about 
4% beds per thousand population. 

—~-The average cost per bed com- 
pared with the national average 
of approximately $15,000 to $17,- 
000 per bed. 

—-The amount of the goal and 
the gifts of subscriptions by other 
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firms, both local and those with 
headquarters elsewhere. 

Total days of care given em- 
ployees by the hospital is the sole 
yardstick applied by four partici- 
pants in the survey and by 8 
per cent of all participants ... 

—Number of employees served 
on basis 25 per bed year. Per cent 
of 25 times $16,000 per bed. 

—Based on number of bed-days 
and multiplied by a factor to de- 
termine the number of dollars 
which we consider to be our fair 
share. 

—Employee use factor as com- 
puted by the hospital. (Number 
of company patients and patient- 
days utilized.) 

—Because of multiple hospitals 
serving our area, we consider this 
as a second factor (to per cent of 
total campaign goal)—particularly 


in rural areas—in making minor- 
adjustments that appear equitable. 


Other yardsticks applied are 
listed as follows in the frequency 
of mention. | 

—A percentage of the company’s 


total annual philanthropic con- 
tributions. 

—Recommendations by local 
management and others. 

—Need for the project. 

—Size of contributions made by 
other companies. 

—Size and importance of .com- 
pany in community. 

—Amount of contributions by 
employees . . 

Several companies reported that 
subjective factors influenced their 
decisions and 16 per cent of all 
contributors indicated that they 
employed no specific yardsticks 
but made their decisions on a 
more or less arbitrary basis. Some 
have expressed doubt that any ex- 
act formula for corporate giving to 
hospitals is ._practical . . . one 


company states: 


—* . . It has found through 
long experience a hard and fast 
rule did not have the same impli- 
cation in each of the more than 
100 cities in which the company 
has installations...” 


Another company... stated 


—‘. . Contributions should 
meet three standards: 

—“It is to the company’s interest 
to support the cause. 

—The organization receiving the 
money will effectively further the 
cause. . 

—The amount given represents 
the company’s fair share of the 
obligation.” 

Critical notes were voiced by 
some participants...: 

—‘The main fault which I find 
with some appeals, particularly 
those related to capital fund cam- 
paigns, is that an attempt is made 
to thrust upon corporations the 
entire burden .. .” 

Another company stated: 

—‘Hospitals suffer from institu- 
tional egotism—too often plan, 
practice, operation, facilities needs 
from the base of pet ideas, appe- 
tites and peculiar—versus general 
—interests ... too frequently the 
trustees, who might help with 
realism, are divorced from basic 
decisions and are used merely as 
fund-raising fronts...” . 


VEN BEFORE THE opening of 25- 
bed Tunica County Hospital 
_ in the fall of 1950, we found our- 
selves in a quandary over person- 
nel recruitment. Tunica, in the rich 
delta country in northwestern 
Mississippi, posed a somewhat 
unique situation in this regard. 
There were no hospital personnel 
of any type to be found in our 
community. The initial staff and 


all subsequent replacements would . 


have to be brought in from outside. 
This also would make it quite dif- 
ficult for us to maintain needed 
personnel. 

We found, hertlincinnie that 75 
per cent of all local high school 
graduates immediately entered 
college. The others neither seemed 
interested nor had the right qual- 
ifications for hospital work. De- 
spite this, our local high school 
authorities and the hospital ad- 
ministration worked closely over 
a four-year period to encourage 
interest in the hospital among the 
students, both male and female. 

From this, a plan developed 
whereby senior girls can take a 
one-year course in nursing for 


_ Mr. Hill is administrator of the 25-bed 
Tunica County Hospital, Tunica, Miss. 
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Should | become 


a nurse ? 


A hospital-high school program 

helps Tunica; Miss. teenagers to 

get hetter acquainted with the 
nursing profession. 


MURRAY E. HILL 


which they are given actual high 
school credit toward graduation. 
Two hours of classroom work one 
week are followed the next week 
by two hours of actual hospital in- 
struction. A special uniform can be 
worn in the classroom and the hos- 
pital. A teacher is furnished by 


_ the hospital—an experienced reg- 


istered nurse with the ability to 
make both classroom and demon- 
stration work interesting. The cur- 
riculum is based on The Handbook 
for Nursing Aides in Hospitals, ob- 
tained from the American Hospital 
Association; we have found this 
ideal for our needs. 

Each quarter, the girls are test- 
ed on their work. These tests are 


graded and marked as if the course 
were a school subject handled ex- 
clusively by the school. After the 
final examination, there is a special 
“capping” ceremony where gradu- 
ates receive a pin and an insignia 
—‘‘Nursing Assistant’”’—to be worn 
on the left arm of their uniforms. 

In organizing the course, we had 
decided first to explain its pur- 
pose to girls in the upper two 
grades, since we felt so few would 
volunteer. Response was so great, 
however, that the course had to 
be limited to seniors. We note with 
pleasure that all this “volunteer- 
ing” has been from a group of stu- 
dents whom we had been unable 
to interest in nursing curmg the 
previous four years. 


We hope, on graduation, that 


many of these girls will take up 
nursing as a career. Nevertheless, 
even those who don’t will have had 
a year’s training, perhaps to be 
available to us as nursing aides 
and attendants. 

While it is yet too early for us 
to really know the success of the 
program, our educators and the 
hospital authorities think so well 
of the program that we expect to 
continue it for the years to come. ® 
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how to select an 


EFORE DISCUSSING THE selec- 
tion of an auditor, it may be 
well first to consider the reasons 
for having an independent audit. 
Business concerns have inde- 
pendent audits to provide a reli- 


This article was prepared by the Amer- 
ican Institute of Accountants, the national 
professional society of certified public ac- 
countants. 


able picture of the financial posi- 
tion and operations of the company 
for the management, stockholders 
(or owners), creditors and other 
interested parties. These reasons 
also apply in the case of proprie- 
tary hospitals. 

For nonprofit hospitals which 
solicit funds from the public in- 


to the profession if 


making his report thereon; or 


expression of-an opinion; or 


services... 


or District. 


himself and his client. 


Excerpts from the Rules of Professional Conduct 
of the American Institute of Accountants 


(5) In expressing an opinion on representations in financial statements 
which he has examined, a member may be held guilty of an act discreditable 


(a) he fails to disclose a material fact known to him which is not 
disclosed in the financial statements but disclosure of which is necessary to 
make the financial statements not misleading; or 

(b) he fails to report any material misstatement known to — to 
appear in the financial statement; or 

(c) he is materially negligent in the conduct of his ‘inal or in 


(d) he fails to acquire sufficient information to warrant expression 
of an opinion, or his exceptions are sufficiently material to negate the 


(e) he fails to direct attention to any material departure from gen- 
erally accepted accounting principles or to disclose any material omission 
of generally accepted auditing procedure applicable in the circumstances. 


(10) A member shall not advertise his professional attainments or 


(14) A member shall not make a competitive bid for professional 
engagements in any state, territory, or the District of Columbia, if such a bid 
would constitute a violation of any rule of the recognized society of certified 
public accountants or the official board of accountancy in that state, territory. 


(16) A member shall not violate the confidential — between 


* * 


dependent audits have ‘the addi- 
tional value of assuring the public 
that the management’s use of its | 
contributions is properly reported. 
This has become increasingly im- 
portant in recent years, when hos- 
pital rates have gone up as the 
inevitable result of rising costs. 

The -end result of an audit is 


‘the auditor’s report, accompanied 


by financial statements. The finan- 
cial statements themselves are of 
course the responsibility of man- 
agement, whether actually pre- 
pared by management or by the 
accountant from information sup- 
plied to him. The auditor’s report 
gives the accountant’s professional 
opinion as to the fairness with 
which these statements present 
the financial position and results 
of operations. 

The value of the audit report 
naturally depends on the account- 
ant who prepares it. The signifi- 
cance of the opinion expressed 
depends entirely upon his profes- | 
sional qualifications—his compe- 
tence, independence and integrity. 


ACCOUNTANT'S ADVICE 


These qualities are also impor- 
tant in connection with the ac- 
countant’s role in advising man- 
agement on accounting systems 
and procedures. Either in his re- 
port, or by separate communica- 
tion, he usually makes suggestions 
for improvements in the hospital’s 
internal accounting methods. The 
value of these suggestions will 
depend on the professional skill 
and experience of the auditor. 

Now, what guides are there to 
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help in selecting an auditor? Nor- 
mally, he will. be appointed by 
- the board of trustees, but the hos- 
_ pital administration may be asked 
for suggestions. Here are some 
points to consider: 

Certified Public Accountant: If you 
choose a certified public account- 
ant as your auditor, you have the 
assurance that he has met educa- 
tional and experience requirements 
to the satisfaction of your state 
board of accountancy. All states 
now use a uniform certified public 
- accounting examination designed 
to maintain the high standards of 
the accounting profession. 

Good Local Reputation: Since an 
important reason for the audit is 
to maintain public confidence, it 
is desirable that the auditor have 
a reputation in the community 
which will inspire confidence in 
the opinion expressed. 

Familiarity with Hospital Accounting: 
An auditor who is experienced in 
hospital auditing will naturally 
find it easier to understand your 


The following errors in the 1955 
Administrators Guide Issue of 
HOSPITALS (Part I], August 1955) 
have come to our attention. Please 
correct your copy accordingly. 


HOSPITAL—STATISTICS 


Page 
17 Special note on table 9. Second poro- 
graph should read: “The ‘Other Fed- 


eral’ category includes,” etc. 


52 Column |, second paragraph, line 7. 
Change “107 per cent” to “94 per 
cent.” 

57 Column 3, first paragraph. Last sen- 
tence should read: “As the accompany- 
ing tabulation shows, more than 90 per 
cent of all short-term nonprofit general 
hospitals,” etc. 


LISTING OF HOSPITALS 


Provisional Accreditation— The following hos- 
pital should have the code number 2 added 
to the “Approvals” column, indicating its 
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hospital’s problems and proced- 
ures. From his knowledge of meth- 
ods used in other hospitals, he 
may be able to make more helpful 
suggestions for improvement of 
your accounting system. However, 
lack of prior hospital experience 


_ should not preclude the engage- 


ment of a particular certified pub- 
lic accountant, because wide ex- 
perience in auditing and acting in 
an advisory capacity to a variety 
of businesses enables him to pro- 
vide effective service to a hospital. 

Recommendations: The recom- 
mendations of bankers, lawyers, 
businessmen and other accountants 
will help you to select your audi- 
tor. 

Professional Activity: Member- 
ship and active participation in 
professional accounting societies 
should be taken into consideration 
as an indication that the account- 
ant is keeping abreast of his rap- 
idly developing profession. 

Scope of the Audit: Don’t “shop 
around” for the lowest bid. Com- 


administrators guide issue 


provisional accreditation by the Joint Com- 
mission on Accreditation of Hospitals: 


Page Florida 
134 Coral Gables: Doctor's Hospital 


Full Accreditation— The following should 
have the code number | added to the ‘‘Ap- 
provals” column, indicating their full accre- 
ditation by the Joint Commission on Ac- 
creditation of Hospitals: 
Page Florida 
134 Clearwater: Morton F. Plant Hospital 
135 Jacksonville: Brewster Hospital 
Duval Medical Center 
Hope Haven Hospital! 
Riverside Hospital 
St. Luke's Hospital 
Lakeland: Morrell Memorial Hospita! 
Miami: Variety Children's Hospital 
Miami Beach: St. Francis Hospital 
136 Pensacola: Socred Heart Hospital 


137 Tallahassee: W. T. Edwards Tuberculosis 


Hospital 
West Palm Beach: St. Mary's Hospital 


Minnesota 
197 Minneapolis: Swedish Hospital 


New Mexico 


222 Los Alamos: Los Alomos Medica! Center 


petitive bidding on audits is dis- 
couraged, even in the case of 
governmental agencies, as an un- 
suitable method of obtaining pro- 
fessional services. It is important 
that the scope of the audit not be 
restricted. The auditor should have 
as much latitude as may be nec- 
essary for him to be assured that 
the records are in order and that 
the system of accounts is func- 
tioning properly. | 

The cost of the audit is far from 
the most important factor in se- 
lecting the auditor. However, after 
satisfying yourself as to the quali- 
fications of the auditor, it is usu- 
ally helpful to discuss the basis 
of billing for services. The ac- 
countant may be able to estimate 
the cost of the audit assuming 
normal conditions. If unforeseen 
problems require additional work, 
it is obvious that the very purpose 
of the audit would be defeated 
unless the scope of the auditor’s 
engagement is broad enough to 
cover them. 
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American Hespitel Association Membership. 
The following hospital should have a star 


_ (*) preceding its name to indicate its mem- 


bership in the American Hospital Associc- 
tion: 
Missouri 
Page 
207 St. Louis: St. John's Hospital 


Hospital Councils—!in the material prefatory 
to the hospital listing the following change 
should be made: 

Pennsylvania 


Page 
259 Line 7 of column 2 should read: 


“Hospital Councils: Allentown Hospital 
Association,” etc. 


NURSING SCHOOLS 


The following professional nursing school 
should be added: 

Page 

431 New Jersey, Trenton: William McKinley 
Memorial Hospital 
Practical Nursing Schools 

The following practical nursing school should 

be added: 


Page 
434 Minnesota, Winona: Winona School of 
Practical Nursing 
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HELEN REISCHL, R.N. 


HE HIGH COST OF accidents has 

been impressing itself on hos- 
pitals all over the United States 
through increasing workmen’s 
compensation costs. 


A good portion of the rise in cost 


stems directly from the increased 
accident rate, and the rate is still 
on the rise except where planned 
and thorough prevention programs 
have been put into effect. 

One aspect of such a prevention 
program is the health program 


for hospital employees. Loss pre- 


vention, in any prevention pro- 
gram, must of necessity include 
health promotion and health main- 
tenance. Health and safety are, 
and always have been, interre- 


lated. No one can deny that a 


healthy employee is a safer em- 
ployee. 

To get to the grass roots of the 
hospital problem, look back to 
what has happened the past ten 
years. Employment in the ma- 
jority of the hospitals has doubled 
and, in many instances, tripled. 
The labor market, on the whole, 
has been tight. Hospitals have not 
generally been able to pay the pre- 
vailing wages of the industrial and 
business enterprises in the com- 
munity. Therefore, some persons 
turned down by business and in- 
dustry for various reasons—phys- 
ical defects, age, semi-invalidism, 


Miss Reischl, an occupational health 
puree consultant to Employers Mutua! 
Liability Insurance Company of Wisconsin. 
gave this paper at a Safety Institute spon- 
sored b e Wisconsin Hospital Associa- 
tion in last December. 
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lack of skills—have sought and 
been given employment in hos- 
pitals. Besides a tight labor market, 
the problem of turnover has 
weighed heavily on hospital ad- 
ministration. Perhaps, the latter 
problem more than any other, 
coupled with the shortage of pro- 
fessional personnel, has hindered 
the adoption of up-to-date occupa- 
tional health principles. 

In many hospitals, the prospec- 
tive employee may or may not 
have been given a physical exam- 
ination before being hired. But 
even if he or she did have a physi- 
cal examination, in many instances 
the results of the examination 
were filed and the employee was 
put to work. With little orienta- 
tion and with little thought to 
placement according to physical 
abilities, the employee was ex- 
pected to function satisfactorily 
in the productive scheme of the 
hospital. 

If an employee was injured, or 
became ill on the job, the treat- 
ment was absorbed in the routine 
function of the hospital. Some 
were treated on the ward, others 
sent to the outpatient department 
or emergency ward. If the injury 
Was serious and lost time was 
involved, records to the insurance 
carrier were made out by some- 
one in the office. When the em- 
ployee returned to work, he re- 
sumed his past job. No one per- 
son in the hospital organization 
followed through the injury from 


time of occurrence to return to 
work. Could the injury have been 
prevented?—-Was it a repeat ac- 


cident?—Was it human failure? | 


Are the physical defects found on 
the physical examination record.a 
contributing factor?—Is the indi- 
vidual’s social background—wor- 
ries, frustration, fears, illness at 
home—in some way responsible? 
These are only a few of the many 
problems. 

More and more hospitals are 
adopting personne] activities de- 
signed, not as a substitute for 
higher wages, but rather as an in- 
ducement for new employees and 
those already at work. In many. 
areas, hospitals are looking to 
business and industry and dup- 
licating their methods. They are 
also glancing into the field of hu- 
man relations, where human and 
economic factors are considered, 
both of which have proved to be 
profitable. 

The “Three Musketeers” of hu- 
man relations, personnel, health 
and safety, have identical goals— 
the improvement of human rela- 
tions through the advancement of 
happiness, health, and safety. 

Again, looking to business and 
industry for motives to carry out 
this triumvirate, we find that ac- 
cident prevention has been the 
motivating principle behind the 
adoption of most health programs. 
However, it is no secret that health 
programs have paid dividends be- | 
sides reduction in accidents. Im- 
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proved employee health, improved 
morale, reduction in absenteeism 
are now recognized benefits. 
There is no custom-made med- 
ical and health program which 
suits the requirements of all hos- 
pitals. But no hospital is too large 
or too small to carry out the ob- 
jectives of a sound health pro- 
gram, namely: | 
1. To ascertain, by physical ex- 
amination, the physical and 
mental fitness of employees for 
the work they are to carry out. 
2. To assist in maintaining and 
improving the health and effici- 
-ency of those already employed. 
3. To detect communicable dis- 
eases, chronic illnesses and old 
injuries which might be ex- 
ploited by unscrupulous em- 
ployees. | 
4. To educate the worker in mat- 
ters of health and personal hy- 
giene. 


5. To reduce lost time and ab-. 


senteeism from illness and/or 
injury. 
To carry out these objectives in 
the hospital, the following are nec- 
essary: 
1. An organized plan for medical 
and health services. 


2. A qualified staff (doctors and . 


nurses). 
3. Adequate dispensary facilities. 
4. Adequate cumulative health 
and accident records. 


AN ORGANIZED PLAN 


The pre-placement physical ex- 
amination, including chest x-ray, 
is the cornerstone of any hospital 
health program. The object is not 
to screen out imperfect specimens, 
but to assign employees to work 
which presents little accident or 


health risk for them. or the patient. . 


For example, several years ago, 
a Wisconsin hospital hired an aged 
woman for kitchen help. This 
woman wore a steel back brace 
because of a severe arthritic con- 
dition. Without physical examina- 


tion, she went to work. During a_ 


noon hour, carrying a tray, she 
slipped. She became permanently 
disabled as the result of a back in- 
jury, and will receive compensa- 
tion for the remainder of her life. 

Another hospital hired a gradu- 
ate registered nurse, without giv- 
ing her the pre-entrance chest x- 
ray. After two years of employ- 
ment, she was found to have a far 
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advanced pulmonary tuberculosis. 
No one was ever able to determine 
exactly whether this condition 
existed at the time of employment 


or whether it was acquired in the 


hospital. 

In many states, contagious dis- 
eases, including tuberculosis, might 
be compensable if it can be proved 
that the employee acquired them 
while at work. Hospitals need to 
screen all patients on admission by 
means of chest .x-ray to protect 
employees. They also need to peri- 


odically screen employees by means | 


of chest x-ray for their own pro- 
tection and that of the patients 
with whom they come in contact. 

The physical examination ap- 


_praisal or classification is being 


used more and more as an employ- 
ment guide. The doctor grades ap- 
plicants on a five-point scale. At 
the top are those suitable for any 
type of work. At the bottom are 
those who should not be hired. In 
between are those who require 
special consideration for place- 
ment. The physical examination 
results for each employee are then 
correctly interpreted to the person- 
nel department where the physical 


capacities are matched to the job 


requirements. 


QUALIFIED STAFF 


In the larger hospital, the princi- 
ples of occupational health can be 
carried out in a well equipped 
health service unit. A qualified 
registered nurse, working under 
the direction of a health service 
physician administrates this de- 


_ partment. Here, all employees re- 


port their accidents and illnesses. 
The results of the physical examin- 


‘ation are discussed with the pros- 


pective employee, by this staff, and 


defects found are urged to be cor- 


rected. All follow-up on health and 
accident matters should take place 
here as well as the start of safety 
education. Post-absence counsel- 
ing belongs in this department, 
where some one person is inter- 
ested in the employee’s health and 
welfare. 

The health service nurse may 


also administer the health pro- 


gram for student nurses. Many 
nursing schools are using their 
health service as an ideal teaching 
situation where the students spend 
some time on a rotation basis for 
the purpose of observing occupa- 


tional health nursing. A nurse with 
some public health background, or a 
background of occupational health 
nursing, functions ideally in this 


position. 


For the smaller hospitals, the 
principle of centralizing a health 
service needs to be retained. A 
part-time physician and nurse can 
carry out an organized plan for 
physical examinations, caring for 
minor illnesses and injuries, and 
health counseling by providing 
time each day for this service. 


ADEQUATE DISPENSARY 


A health service in a hospital 
should be a separate unit so that 
when injury or illness occurs, it 
does not upset the normal routine 
on the wards but channels into 
one department the problems en- 
countered. How large or small the 
dispensary facilities should be de- 
pends entirely on the size of the 
hospital and number employed. 

The record system should in- 
clude cumulative health and acci- 
dent records. They not only become 
valuable in health and accident 
appraisal, but also are excellent 
tools for guidance and counseling. 

The record system may include 
all group insurance records as 
well as all compensation records. 


Employee group insurance claims, 


with diagnosis, should be chan- 
neled through this department for 
the purpose of completing the 
health record. Absentee records 
may also be kept in this depart- 
ment for the purpose of correlat- 
ing the health and safety program. 
Accident records should be ana- 
lyzed periodically by the safety 
organization. The nurse in charge of 
the health service is an active 
member of this organization. 
These health objectives and the 
means of carrying them out have 
worked for business and industry; 
they should work for hospitals. Oc- 
cupationail health nursing has paid 
for itself over and over again in 
the business field. Hospitals are in — 


_an advantageous position to pro- 


vide health service to their em- 
ployees. The very nature of hospi- 
tal work should provide the im- 
petus needed to develop compre- 
hensive health coverage. Healthy 
workers contribute both directly 
and indirectly to efficient patient 
care. They also are an asset to any 
safety campaign. bd 
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NE OF THE HIGHLIGHTS of my 

October activities as Pres- 
ident was a conference that J. 
Douglas Colman, Dr. Crosby, Ken- 
neth Williamson and I had with 
Marion B. Folsom, the new Secre- 
tary of Health, Education and 
Welfare. The Association requested 
the conference in Mr. Folsom’s 
Washington Office for the purpose 
of stating the Association’s posi- 
tion on several of the major bills 
that Congress will probably con- 
sider when it reconvenes. 

The great amount of hard work 
done by Dr. Lucius Wilson and 
his Council on Governmental Re- 
lations in developing statements 
of principles on the several impor- 
tant health problems really proved 
useful during the conference. 
Those carefully thought-out state- 
ments not only permitted us to 
express the Association’s position 
clearly, but they also served to 
brief Mr. Folsom’s assistants prior 
to the conference. The two hours 
allotted for our meeting with Mr. 
Folsom and his assistants would 
have permitted little more than a 
courtesy visit if that briefing had 
not already been accomplished. 

Those of you who have not vis- 
ited the Association’s Washington 
Office should do so whenever you 
have occasion to be in that city. 
It is a bee-hive of activity and 
serves to remind one of the tre- 
mendous influences that federal 
legislation and federal agencies 
have on the hospital and health 
fields. 

One of the major tasks of the 
Washington Office is researching 
facts as a basis for policy decisions 
by the Association, and for use in 
presenting testimony on proposed 
legislation. The necessary facts are 
not always easy to come by and 
numerous sources often have to be 
checked. 

Another interesting activity 
during this month was the three 


fnesident 


day session of all the Councils of 
the Association, including the 
Committee on Auxiliaries and the 
Executive Committee of the Blue 
Cross Commission held in Chicago. 
This was the third year the Asso- 
ciation has brought all its Councils 
together for their initial meetings 
following the annual convention. 

This joint meeting serves to 
orient the members of each coun- 
cil to the work of all the other 
councils. The Association, like the 
hospitals it represents, is a com- 
plex organization with many di- 
verse activities and all parts need 
to be dovetailed into the full pro- 
gram. | 

The first day is given over to 
orientation of the new members 
of the councils but they aren’t the 
only ones who have skull practice. 
Some questions asked by new 
members required a little hard 
thinking by the officers and staff 
before replies were given. 

It was my pleasure to partici- 
pate on the program of the Ne- 
braska Hospital Association’s an- 
nual meeting in Lincoln during 
October. The achievements of 
that association during the past 
year, under the leadership of Her- 
bert Anderson as president and 
Stuart Mount as executive secre- 
tary, are numerous and significant. 

It demonstrates again the values 
of a full-time executive to a state 
association. Hospital administrators 
carry too heavy a schedule on their 
own jobs to permit them to de- 
velop the details of their state 
association program and to give 
the necessary follow-up to the 
various activities the association 
should be conducting. Also, I 
doubt that hospital administrators 
are as skilled as experienced asso- 
ciation executives in handling 
many aspects of the association’s 
work. The position of association 
executive seems well on its way to 
developing into a profession uti- 


lizing skills, techniques and know]l- 
edges uniquely its own. This bud- 
ding profession is not, of course, 
restricted to the hospital field, but 
is involved in about every form 
of professional and economic ac- 
tivity. As might be expected, there 
is a national association of associ- 
ation executives. | 

Our state hospital associations 


‘play a vital role in hospital af- 


fairs. This role will become in- 
creasingly important as the pro- 
gram of the American Hospital 
Association expands. For many 
reasons the state association is the 
logical vehicle through which 


‘much of our national association’s 


program will -have to be’ imple- 
mented. Because it is close to the 
local hospital’s problems it can 
best determine the emphasis to be 
given various activities at any 
given time; or the best manner by 
which to adapt material developed 
at the national level for use in 
the hospitals of a particular state; 
and can exert an influence to as- 
sure that the fullest possible use 
is made of such material. 

The most important function of 
the state association will remain, 
however, the provision of those 
services which can best be pro- 
vided at the state level. There are 
many problems peculiar to the 
individual states on which a na- 


_tional association simply cannot 


give effective help. If hospitals are 
to continue to improve the quality 
and efficiency of patient care, and 
to effectively meet the increasingly 
difficult problems which confront 
them, they must have strong asso- 
ciations at both the national and 
state levels. Neither can adequate- 
ly function without the other. 


American Hospital Association 
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There’s no neti reason why Cutter Electrolyte Solutions are first 
choice of busy administrators. Rather, there is a compounding of 
labor-saving and safety features that means greater efficiency in 
parenteral therapy. 

Both physicians and surgeons will appreciate the wide range of 
special electrolyte solutions. The ready-to-use Saftiflasks® and 
complete Saftisystem* will be welcomed by your staff. 
Administrators in particular will herald the intimate Cutter service, 
from the well trained representatives to the available training book- 
lets and films. But regardless of the individual reasons, all will agree 
on Cutter Electrolyte Solutions for increased efficiency. 


Ask your Cutter representative for the complete story on 
Why Cutter Electrolytes 
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The Cutter line of 
Special 
Polysal® 

Polysal with 5% Dextrose 


Invert Sugar 10% in Electrolyte 
Solution No. 1 


Invert Sugar 10% in Electrolyte 
Solution No. 2 (Butler's Formula) 


Invert Sugar 10% in Electrolyte 
Solution No. 3 (Cooke and 
Crowley’s Gastric Solution) 


5% Sodium Chloride 
Dextrose 5% in 0.2% NaCl 
Dextrose 5%, 0.2% KCl, in Water 


Invert Sugar 10%, with 0.3% KCl, 
in Water 

Invert Sugar 10%, with 0.3% KCl, 
and 0.45% NaCl, in Water 

2.14% Ammonium Chloride 

in Water 

CPH Solution (Amino Acid 5%, 
Dextrose 5%) in Water 


plus the standard 
electrolyte solutions 


a cl¢ ar aid to adi efficiency 


Cutter 
Electrolyte 
Solutions 


CUTTER LABORATORIES 
BERKELEY, CALIFORNIA 
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A New York rural hospital reports 


mounting evidence of its success in— 


launching a physiotherapy department 


HE EXPERIENCE of 117-bed Wyo- 
ming County Community Hos- 
pital in establishing a fully organ- 
ized department of physical medi- 
cine may be of value to other hos- 
pitals which have not yet taken 
this important step. The fact that 
this hospital is located in a rural 
area sheds light on the ability of 
such a department to thrive under 
marginal conditions. 
Other problems involved were 


universal: the degree of medical 


direction and participation, the se- 
lection of personnel, the referral 
policies, the space required and the 
types of equipment needed to get 
started. Thoughtful attention to all 
such details before the announce- 
ments are mailed out results in a 
smoothly functioning service. 

The success of the new depart- 
ment, while gratifying, has accen- 
tuated the void which preceded it. 
Failure of a hospital and its staff 
physicians to exploit the poten- 
tialities of physical medicine means 


denying to a considerable number | 


of patients the fruits of a well-es- 
tablished specialty of medical sci- 
ence. Delayed recovery of many 
orthopedic conditions and a need- 
less resignation to the state of the 
hemiplegic are among the more 
obvious examples of this default. 


Mr. Anderson is superintendent of the 
117-bed hed County Community Hos- 
pital, Warsaw 
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ROBERT A. ANDERSON 


Moreover, it is certain that the in- 
ability of legitimate medicine to 
respond with positive measures to 
such familiar complaints as cervi- 
cal or low back pain, sore muscles 
and arthritic symptoms has driven 
countless patients into the hands 
of chiropractors and other cultists. 

A well-planned physiotherapy 
department can successfully meet 
this need and provide the hospital 
with a source of limited revenue 
and unlimited satisfaction. 


MEDICAL STAFF ROLE 


It must be recognized from the 
start that physical therapy is an 
extension of medical practice and 


not an isolated, self-sufficient tech- 


nical service. Acceptance of this 
fact by the administration will 
help win necessary support of the 
medical staff, with whom all plan- 
ning must begin. Directly, or 
through an interested physician, 
the administrator can request that 
a committee be formed to study the 
desirability of such a department. 
As the field is far from new, docu- 
mentation of the methods and re- 
sults of physical medicine are 
readily available. Details of organ- 
ization are less standardized than 
clinical aspects, however, and 


many “organized” departments 
lack some element of structure or 
of medical direction. 

A staff questionnaire may help 
assess attitudes and specific needs 
of the various physicians. The ap- 
proach must be, in all sincerity, 
that the department is being con- 
sidered only as a service to the 
physicians, and not as a.form of 
competition with any modalities 
which may already have been pro- 
vided for in conjunction with office 
practices. | 

Medical Supervision. Stating it 
baldly, the question is: does this — 
department require more than a 
medical figurehead? Many estab- 
lished departments have settled 
for a physician or a staff committee 
only nominally in charge. This be- 
ing the case, other hospital boards 
may be tempted to follow this 
course rather than to pay a salary 
or percentage for more active med- 
ical supervision. Such an attitude 
is mistaken, however. 

Viewing physical medicine as, in 
fact, a special branch of medicine 
places the matter in proper per- 
spective. Certainly the patient’s 
greatest welfare requires that he 
remain under close medical direc- 
tion throughout all phases of his 
treatment. But the average (even 
better-than-average) family phy- 
sician is not competent to prescribe 
physical therapy intelligently or, 
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PROTECTION INJECTION 


with one piece a7 needle assembly : 
= assures sterility by eliminating handling of the needle 


greater convenience to the recognized advantages 
of the Sterajedt Parenteral dosage forms 


= is ready to use Mi the home, office or hospital 
completely obviates any need for sterilizing equipment 


Peticiilin G Procaine Crystalline in Aqueous Suspension— 
1,000,000 units 


Permapen® Aqueous seapes 000 units benzathine penicillin G 
Agucous Suspension — 300,000 units benzathine 


200.000 units procaine penicillin G 
Combiotic® Aqueous Bispension—400, 000 units procaine 
Streptomycin § ylution—1 gram 
Solution—1] gram 
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by the same token, to properly as- 


sess its results. The therapist, how- 


ever skilled, does not possess a 
medical background, cannot legal- 
ly prescribe and, therefore, does 
not provide medical supervision of 
patients. Clearly the hospital 
should not lead a nonphysician into 
the practice of medicine, and this 
will take place, to some degree, in 
the absence of a well-qualified 
physician-in-charge. 

At this hospital, the full-time 
radiologist was appointed to this 


position. Selection of this special- 
ist was ideal, as he would be avail- 
able throughout the day and had 
the time to take an active part in 


patient care. Moreover, since the — 


radiologist had no direct practice 
there needed be no apprehension 
on the part of our future referring 
physicians that in sending a patient 
to the physiotherapy department 
they would be turning him over to 
a competitor. 

In order to qualify himself for 
this responsibility, our radiologist 


We all agree* — 


all disinfection? Write for: booklet 
. describing varied applications, samples, 
and the name of your local supplier. 


way e 


disinfection a problem? 
not in our hospital! 


the disinfectant that can be depended on — 
day-in, day-out, year-in, year-out — 

to do an efficient job all over the hospital — 
on floors, walls, furniture — 

on instruments and thermometers — 

on dishes, utensils, appliances — 

on patients, too, as an antiseptic — 

that’s the one for us — 


and we all agree on O-syl' 


it’s bactericidal, fungicidal, and tuberculocidal. 
No previous cleaning is needed. There is a wide 
margin of safety and no lingering “disinfectant odor’’. 


O-syl does more — costs less. Simplifies buying. 
It takes only one gallon (diluted 1:100 with 
water) to disinfect all the floor surface in 


supervisor the average size 125-bed hospital. 


Lehn Fink Professional 


Dept. 21, 445 Park Ave., New York 22, N. Y. 
@ Brond of aryiphenclic disinfectant ond ontiseptic 
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availed himself of a 120-hour 
course in physical medicine and re- 
habilitation offered by the post- 
graduate division of the University 
of Buffalo Medical School. While 
this opportunity was fortuitous, it 
is not unlikely that a physician 
anywhere could make informal ar- 
rangements at the nearest medical 
center to obtain such technical 
background with a similar expen- 
diture of time. 


FINANCIAL ARRANGEMENTS 


The financial arrangement we 
made with the supervising physi- 
cian gave him a small percentage 
of the gross receipts. Both sides 
considered this plan equitable, al- 
though this physician would have 
opposed, in principle, a_ salary 
basis. As the $3 fee per visit pre- 
vailing in this area was not in- 
creased but was made to include 
active professional attention, it 
was felt that the patient’s interests 
also were fully satisfied. In this 
connection, differentiated fees cor- 
responding to the number and 
types of modalities used during a 
visit probably will be adopted here . 
as has been done extensively else- . 
where. 

A realistic look at the provision 
for paid medical direction supports 
the same conclusion. The physician 
strengthens the service both in fact 
and in the eyes of the patient, who 
naturally welcomes the doctor’s in- 
terest in his case at no extra 
charge. The department has great- 
er stature among other physicians 
and offers them more opportunity 
for consultation on a medical level. 
Such factors assuredly add up to a 
greater volume of work, more than 
compensating the hospital for the 
expense involved. 


"REFERRAL POLICY 


The services of the department 
are available on prescription of the 
family physician or by referral to 
the physician-in-charge. The lat- 
ter takes no patients of his own. 
For reasons already cited, most 
patients are referred; the physi- 
cian-in-charge sees the patient as 
often as necessary and sends a re- 
port to the family doctor at the 
conclusion of treatments. This pol- 
icy offers no threat to the status of 
the family physician; should he 
have physical therapy equipment 
of his own, he encounters absolute- 
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Are you using O-sy! throughout your hospital 


Prace the at the value ter When whine Gow 
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onlyMEAD 
offers you this oS 

threefold 
program 


1. SOLUTIONS: 


A complete line of standard and special solutions for pediatric and 
adult use, including the new Homeolyte Solutions, initial hydrating 
solutions and replacement solutions. The pediatric line includes 3! | 
solutions, 11 exclusive with MEAD. 


2. EQUIPMENT: 1 

New refinements include the Amifilter for protection against contami- } 

nation; the Amiflo for reliable flow control; “burette-type,” pediatric- ; 

size bottles graduated in 10 éc., and ‘“‘memo margin’”’ labels for dosage | 
instructions. 


3. SERVICES: 
Dosage guides, calculators, conversion tables, slides, films, lecture 
material and new booklets on fluid therapy. 


Your MEAD Parenteral Products representative can supply you with 
more information about the MEAD threefold parenterals program— 
pediatric or adult—or you may write to Parenteral Products Division, 
Mead Johnson & Company, Evansville, Indiana. 


SYMBOL OF SERVICE TO THE PHY SicCar 


Parenteral Products Division 
MEAD JOHNSON & COMPANY EVANSVILLE. INDIANA. U.S.A. 
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ly no competition from the hospital 
department. 
PHYSIOTHERAPIST 
New York now requires its li- 
censees in this fiel.l, except for 
those admitted under the “grand- 
father” clause, to have a degree 
from an approved four-year course 
in physical therapy. The wide 
range of modalities, the under- 
standing of anatomy and physi- 
ology required, the importance of 
an adequate period of supervised 
practice—all these argue for no 
less stringent qualifications even in 
the absence of a legal requirement. 
The presence of the supervising 


physician in no way eliminates the © 


need for a well-qualified therapist, 
who remains the mainstay of the 
department. Only adequately pre- 
pared individuals with excellent 
personal qualities can insure that 
the patient gains maximum benefit 
from physical therapy. The good 
results thus obtained will stimu- 
late growth of the department, 
making additional salary require- 
ments of the therapist an invest- 
ment rather than an expense. 

An adaptation of the medical 
full-time principle was applied in 
our instance with the object of 


Fig. 


protecting and developing the hos- 


pital department. The therapist 
agreed not to conduct a private of- 
fice, although home visits on his 
own time are not precluded. In re- 
turn, he has a share in the prestige 
of the hospital and a guaranteed 
income which will reflect the fu- 
ture success which he, governed in 
part by general circumstances, at- 
tains. There is nothing to prevent 
our therapist from severing his 
connection with the hospital and 
practicing independently; however, 


it is doubtful that an ethical prac- 


titioner in this field could prosper 
in this Small community without 
the activity and professional con- 
nections of the hospital depart- 
ment. 

The’ sex of the physiotherapist 
was found immaterial even in a 
one-therapist department. Some 
provision should be made, how- 
ever, for assistance from a female 
attendant now and then. 


RECORDS, EQUIPMENT 


The principal clinical records are 
shown in the accompanying illus- 
trations. The basic “Physiotherapy 
Department” form (Fig. I below.) 
allows for identifying information, 


Fig. 


diagnosis and region involved, the 
physician’s examination and or- 
ders, record of visits and progress 
notes made by the therapist for 
periodic review by the physician. 
The latter occasionally makes an 
entry in the progress notes to 
specify a change in treatment or to 
record a significant finding. At con- 
clusion of the treatment a form 
letter (Fig. Il, below), properly 
completed, is sent to the patient’s 
physician by the 
charge. 

The basic equipment is rather 
standardized and can be purchased 
for about $2,000, plus the modest - 
expense of improvising certain 
items in the hospital shop. The list 
of modalities used in this hospital 
during the first ten months of op- 
eration indicates the types of 
equipment we find to be in de- 
mand. (See Fig. III, p. 90). 

The future range and frequency 
of modalities will depend not only 
on the types of patients referred 
but also on the propensities and 
ingenuity of the supervising phy- 
sician and physiotherapist. Princi- 
pal improvised equipment used to 
date includes parallel (walking) 
bars, shoulder ladder, shoulder 
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Wyoming County Community Hospital 


DEPARTMENT OF PHYSICAL MEDICINE & REHABILITATION 


Warsaw, New York 


ajt/ss pry B.D. = 


) slightly iuproved 
) cured, but aay recur 


Thank you for sending this patient to us for treatment. 


markedly 


his condition is: cured ) 


Yours truly, 


\ 
Wyoming County Community Hospital 
| 
A | 
Room 
Age Jl. Sex F 
Dear Doctor Burg | 
Your patient, Doz | 
received, t te in this department beginning on 
Tes and finishing on 2/25 | 
Following is a ewmary of the number and type of | 
rnonee Hl treatments he received during this period: | 
of Treatment No. Applications 
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NOVOCAIN “most frequently used for subarachnoid 
block as well as for other forms of regional 
analgesia .. .”* 


dependable LOCAL | 
@ REGIONAL 


eo SPINAL ANESTHESIA 


e RAPID ONSET: 


LOW TOXICITY: 


eo WIDE MARGIN OF 
SAFETY* 


Safely and successfully 
employed in millions 
of cases... 


*Bonica, J. J.: The Management of Pain. Philadelphia, Lea & Febiger, 1953, p. 475. 


For spinal anesthesia: 4 
| Novocain crystals in ceramic imprinted ampuls, each 
N re) V oO Cc A { N ® containing 50 mg., 100 mg., 120 mg., 150 mg., 200 mg. 
, and 300 mg. Novocain solution 10 per cent, ampuls of 
| | 2 cc. (200 mg.). 
For other regional analgesia: 


Novocain solution 1 percent and 2 per cent in ceramic im- 
printed ampuls and in vials of 30 cc. and 100 cc. (Other 
concentrations and forms with and without vasoconstric- 
tors.) 
Novocain (pioneer brand of procaine hydrochloride), trade- : 
mark reg. U.S. Pat. Off. 


New York 18,N. Y. Windsor, Ont 
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Diathermy _ 
Whirlpool ( 1 monthe only). 
342 
Cervical traction 
Crutch Walking... 
Low-volt stimulation 70 
4,386 
Fig. 


wheel, steps, stationary bicycle, 
wrist exerciser and an ordinary 
pulley for arm and shoulder exer- 
cise. These items, plus purchased 
equipment as indicated by the mo- 
dality table, are housed in a single 
28’ by 16’ room on the main floor 


of the hospital. An office desk and 


chair, filing cabinet, lavatory and 
toilet, large cupboard and cubicle 
curtains are other appointments of 
the room. Some 50 per cent more 
space might be desirable for pres- 
ent and future conveniences. 


VOLUME, FINANCES 
The table of modalities does not 


SUSIA W1LOL 


125 
127| | 94) | 134) 


indicate the number of visits, as 
there have been to date an average 
2.4 modalities per visit. Total visits 
for the first ten months are indi- 
cated by the accompanying graph 


physiotherapy department income and expense 


7 MONTHS ENDING JULY 3!, 1955 


INCOME 
Gross income $3,793 
Less bad debt reserve. 99° 
DIRECT EXPENSES 
Sa $2,08 | 
Supplies 124 
Total direct expenses $2,825 
Net gain on direct expenses $ 869 
(per month: $124) 
INDIRECT EXPENSES 
Retirement cont. on sal. $ 187 
— on on equip. ! 
ities, cleaning, etc. 
@ 1.76 sq. ft. ann. . 
Total tadbvost expenses $ 939 
Net loss on total expenses. S$ 
(per month: $10) 


(Fig. IV, above). This graph re- 
flects the success of the department 
in the brief period involved. The 
list of referring physicians had in- 
creased from 6 the first month to 
17 by the tenth month. Referrals 
were not particularly related to 
the volume of practice of the vari- 
ous physicians, emphasizing the 
well-known fact that some doctors 
are much more alert to the value 
of physiotherapy than others. 

Allowing the department the 
first three months to “get off the 
ground,” its financial record is re- 
viewed in the adjoining columns for 
the following seven months, coin- 
cident with the new fiscal year 
starting Jan. 1, 1955. 


SUMMARY 


The benefits to be derived from 
a soundly organized rehabilitation 
service are such that the general 
hospital of whatever size or loca- 
tion is well-advised to consider de- 
veloping such a facility if not oth- 
erwise available in the community. 
The experience of Wyoming Coun- 
ty Community Hospital in the early 
months of operating its physical 
therapy department appears to 
justify our belief that, even in a 
rural area, the smaller hospital 
may bring this important medical 
specialty to its patients without 
fear of serious financial loss.  * 
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: DAVID LUBIN, 
Iustranon Service, 


FOR THE PICTURE- 


Ideal 35mm Combination Satine 


KODAK RETINA Illc CAMERA, f/2 LENS... and the KODASLIDE SIGNET 500 PROJECTOR 


New Convenience — Ten-speed shutter, synchronized for 
flash. Extremely sensitive, built-in light meter. Rangefinder 
combined with view finder. Rapid film advance. Price, $190.* 
Accessory Equipment — Te/ephoto component, Kodak 
Retina Longar, 80mm //4. Wide-angle lens component, Kodak 
Retina Curtar, 35mm //5.6. | 3 
Kodak Retina Close Range and Viewfinder Kit, Model B, 
for subject area as small as 334 x $% in. 

Kodak Retina Close-Up Kit, Model B, subject area, 14 x 2 in. 
Kodak Retina Microscope Adapter Kit, Model B, fits practi- 
cally all microscopes—eyepiece diameter, 1 inch. 

“Demand for Kodak Retina IIlc Cameras and accessories has 
exceeded estimates; hence the supply is limited at present. 


EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N. Y. 
Serving medical progress through Photography and Radiography. 
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dealer ot write for literature. 


Superb optics—500-watt lamp with Lumenized Kodak 


_ Projection Ektanon Lens, 5-in. //2.8 for edge-to-edge sharp- 


ness and great color brilliance. Smooth, effortless automatic 
slide changing. Price, $89.50. 
With automatic slide changer—and //3.5 lens, $82.50. 
Other Kodaslide Projectors from $26.50. 
For further information, see your Kodak photographic 


Prices include Federal Tax where applicable and are 
subject to change without notice. ; 
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EASIER FOR 
YOUR NURSES 
TO OPERATE. 


THAN A 


SEALS TIGHTER 
REFRIGERATOR 


eooe | 


to Ludman’s leadershi 


er maintenance 


“through 


ORIDA 


INEERING 


3 
COMFORT OF T PATIENT 
. 
WIND OWS | 
Your hospital board can profit by the ex- p in hospital window : 
the 
perience of other boards that have earned 3 
the grotitude of patients and community The coup “1 bring you, in full : 
glike by gdding more comfort to every detail, the information YOU need to look 
i room, and yet achieving a ghead in your selection of hospital win- 
costs and greater operating eas© dows. To leam why Auto-Lok windows meet § : 
the use of Auto-Lok windows. the ten most important requirements that | 
experts’ agree are really important in a 
Countless successful hospital installations, 
ith th chitect window learn how Auto-Lok windows 
continuin work W e architects hun- 
9 insure healthful fresh air, even when its 
and the specialized skills gained through reduced fyel costs -- °° to learn how you ' 
designing and producing windows for out: save with windows that are washed from & | 
standing public buildings all contribute inside . send the coupo™ today: 
*Geottrey Boker ond Bryne Funore in “Windows modern Architecture 
speciatisTs BUILDING HOSPITAL wINDOWS--:° 
LEADS iN WINDOW 
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Ludmon 
Dept. H-12 
North Miami, Fila. 


Please send me all the information on why 
Ludman’s AUTO-LOK windows mean so much 
to the patient ... . yet save money on the 


budget ! 
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and maintenance 


maintenance of oxygen therapy equipment 


HE THERAPEUTIC VALUE of oxy- 
gen in patient care is recog- 
nized by all, but results are no 
better, of course, than the equip- 
ment administering the oxygen. 
Today's iceless oxygen tent 
with automatic temperature con- 
trol is a precision piece of ma- 
chinery including refrigerating and 
air-circulating equipment. It can 
be compared in what it does to the 
air-conditioning plant of a large 
building. The oxygen tent is a 
package unit, cooling and supply- 
ing air, with or without fortifica- 
tion by oxygen, into a “room”—the 
tent canopy. Air supplied to the 
canopy is taken from the patient’s 
room by means of a circulating fan 
located within the unit. Before it 
reaches the patient it is cooled by 
passing through a series of evap- 
orator coils. Air taken from the 
patient’s room also is used to con- 
dense the refrigerant, which has 
picked up heat from air being 
cooled for the patient’s comfort. 
The services of trained engi- 
neers are employed to keep large 
air-conditioning plants in efficient 
operating condition. The oxygen 
tent likewise needs careful care 


and maintenance. 


THREE VULNERABLE PARTS 


The three vulnerable parts of 
the oxygen tent that must have 
periodic cleaning, and must be ac- 
cessible for cleaning, are: 

(1) The evaporator or cooling 
coils. 

(2) The condenser coil. 

(3) The fan, or air-handling 
part. 
~ Mr. Caddell is superintendent of build- 

and bed W 


ings s e iliam 
Beaumont Hospital. Royal Oak. Mich 
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HARVEY J. CADDELL 


The evaporator, constructed of 
tubing surrounded by fins or thin 
metal strips, is the most important 
part. In some cases, however, it is 
given the least attention, since it 
is not easily accessible in most 
oxygen tents. The’ two common 
procedures for cleaning these coils 
are to blow them out with air or 
wash them by inserting a water 
hose into the chamber. 

To maintain efficient operation, 
these coils should be removable. 
In certain tents, provision is made 
whereby the cooler can be opened 
and the coils and/or tubes cleaned. 
(This preventive maintenance op- 
eration should be done at least 
yearly, and preferably twice a 
year.) 

The condenser coil cools or con- 
denses the refrigerated gas by 
means of air from the room passing 
through or over the coil elements. 
This part can be compared to the 
radiator on a car. It is usually ac- 
cessible for cleaning by back- 
blowing or by brushing off the lint 


or dust. Keeping this “radiator” 


lean is very important, since ac- 
cumulation of dust or lint retards 
the airflow and reduces efficiency 
of the refrigerating machinery. 

The fan or air-handling part is 
designed to displace a_ certain 
volume of air per minute. Allowing 
the blades to build up dust will 
reduce their effective air-handling 
capacity. 

The preventive maintenance pro- 
gram for oxygen tents, as with 
all mechanical equipment, starts 
with the purchase order. In se- 


lecting an oxygen tent, we give. 


serious consideration to accessi- 
bility of the vulnerable parts; i.e., 


the cooling coils and air chamber — 
must be readily accessible for 


- cleaning and for visual inspection. 


We select tents with at least two 
panels of the cabinet removable, 
so that the refrigeration compres- 
ser, temperature and electric con- 
trols can be reached for adjust- 
ment. We make sure the unit’s 
horsepower rating is sufficient ca- 
pacity to prevent overloading. 

With properly selected tents — 
thus used throughout the hospital, 
we have found that scheduling 
preventive maintenance on oxy- 
gen tents after 200 running hours 
promotes efficient operation. This 
program assures doctor and nurse 
that the patient is getting enough 
clean, fresh air with the proper 
oxygen concentration. 


MAINTENANCE SCHEDULE 


The maintenance schedule may 
be set up by means of a record 
card. The hours of operation are 
recorded on this card; and when 
the maximum 200 hours has been 
reached, the tent is brought to the 
maintenance shop ffor service. 
Servicing, which is primarily clean- 
ing, should not require more than 
20 or 30 minutes, since the tent 
design allows access to the three 
vulnerable parts. Where the tent 
uses a throw-away type of filter, 
lint and dust are trapped and very. 
easily removed. | 

If the evaporator or housing can 
be removed, inspect to make sure 
a good cleaning job has been done. 
If the evaporator and air chamber 
are enclosed and not accessible, 
cleaning, of course, must be by 
guesswork. 

. Electrical contacts should be in- 


HOSPITALS 


| 
f 
wy 


7 
4 


Ad lake 


PROVEN 


DECEMBER 1955, VOL. 29 


ii 


garam 


Adlake 


aluminum window 
installation 


ha 
q 4 f 
ow 
- 


~ 


Bergen Pines County Hospital, Paramus, N. J. Architects: Office of York & Sawyer Contractor: Daniel J. Cronin, inc. 


Equipped with Adiake Double Hung Aluminum Window 


Minimum air infiltration 

Finger-tip control 

*”+ No painting or maintenance 

+ No warp, rot, rattle, stick or swell 3 

Guaranteed non-metallic weatherstripping (pat- 
ented serrated guides on double hung windows) 


The Adams & Westlake Company 


ELKHART, INDIANA « Chicago « New York « Established 1857 
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spected and adjusted if necessary. 

After the tent has been serviced 
and is ready for operation, we 
check the temperature control, a 
good practice. This is done by 
hanging a thermometer in the 


tent canopy and closing it at the _ 


bottom, setting the control to the 
desired tent temperature and run- 


ning the unit until it cycles off. 


If the temperature setting and the 
thermometer reading agree, no ad- 
justment is necessary. If not, the 
temperature control setting is ad- 
justed to the thermometer reading. 
The control mechanism is fre- 
quently out of adjustment as a 
result of moving the tent through 
halls and corridors and over ele- 
vator landings. 

The basic design of all oxygen 
tents is primarily the same. Some 
designs, however, are more acces- 
siblé “and lend themselves to ease 
of service and consequently longer 
life. This is an important consid- 
eration in developing a systematic 
program of oxygen tent mainte- 
nance which is sure to result in 
better patient care. at 


Notes and Comment 


13 steps to safety 


Obviously, a considerable 
amount of safety maintenance in 
the hospital requires just careful 
observation and good common 
sense. A good engineer is a safe 
engineer partly by instinct: But 
some “danger zones” and unsafe 
practices lie hidden away beneath 
the surface; these take some fer- 
reting out on the engineer’s part. 

The check list accompanying an 
article in August 1955 Better 
Maintenance (“Good Housekeep- 
ing Fights Fires”) is a good start- 
ing point." How would you rate 
your hospital on the following 
safety check list? 

@® 1. Are all exits and fire es- 
capes free from obstructions? 


@® 2. Are doors into the stair 
shaft at each floor level kept closed? 


@® 3. Are windows, except those 


required to be barred, free from 
heavy vapors bars or obstruc- 
tions? 

@® 4. Are doors of the furnace 
room kept closed? 

e@ 5. If soft coal is used, is the 
coal pile inspected biweekly for 
evidences of heating? 

@ 6. Are ashes placed in metal 
containers used for that purpose 
only? 

@ 7. If oil or gas fuel is used, 
is remote-control] valve provided? 
—Is it operative?—Is it 
accessible? 

@ 8. Is all heating equipment 
including flues, pipes and steam 
lines— 

(a) In good serviceable con- 
dition and well maintained? 

(b) Properly insulated and 
separated from all combustible 
material by a safe distance? 

@® 9. In the kitchen, is there.a 
hood above the range? Is it clean? 
—Is the hood vented to the out- 
side?—Is vent pipe insulated or 


separated from combustible 


terial by a safe distance? 
® 10. Are doors to the room con- 
taining machinery for refrigerating 


system kept closed?—Are motors . 


and cooling coils clean?—Is this 
room ventilated directly to the out- 
side?—Is vent clear and unob- 
structed?—Are pressure _ relief 
valves and vents in good workinz 
order? 

@® 11. Are doors from laundry to 
main buildings kept closed? 

@ 12. Are thermostatic controls 
on dryers in good operafing con- 
dition? 


cumulation of combustible lint 
and dust?—-Is tumbler inspected 
and cleaned at frequent inter- 
vals? 

(b) Is vent pipe from tumbler 
insulated or otherwise safely 
separated from combustible ma- 
terials? 

@ 13. Are electric devices and 
irons equipped with automatic heat 
controls? e 


A number of serious accidents 
are being reported from unsafe 
practices of adding dry alkaline 
materials to water for making hot 
alkaline cleaning solutions. Some 


(a) Is tumbler free from ac- 


of these accidents have occurred 

from literally dumping a portion 
of a barrel of material into over- 
heated water or adding excessive 
and undissolved quantities of the 
alkaline materials to room-tem- 


- perature water without agitation 


of the solution. 

It is well-known chemically that 

dry alkaline salts generate heat 
when they are dissolved in water. 
If large quantities of dry alkaline 
materials are added to heated 
water, enough local heat may be 
generated to vaporize considerable 
water to steam near the dissolving 
alkali. 
_ An even more hazardous prac- 
tice is to add large quantities of 
dry alkaline materials to the water 
at room temperature and then to 
cause this undissolved alkali at the 
bottom of the tank to be stirred, 
either purposely or accidentally, 
after the water has been heated. If 
the temperature of the water is 
sufficiently high, enough additional 
heat is locally generated in the 
vicinity of the caked and undis- 
solved alkali so that the heated 
water forms steam very quickly. 
This rapidly formed steam may 
cause large quantities of the hot 
alkaline solution to be violently 
erupted from the tank, scalding 
persons attending the cleaning op- 
eration. In some cases, death has 
even been caused. 

Accidents from this - operation 
can easily be prevented if certain 
simple precautions are practiced. 
Add the necessary dry alkaline 
materials at room temperature be- 
fore the water is heated. Add the 
alkali slowly and stir the solution 
to be sure that the dry material is 
dissolved as rapidly as it is added 
to the water. 

If heated alkali tanks emit con- 
siderable steam, adequate outside 
exhaust ventilation should be pro- 
vided in order to provide proper 
visibility for the operator of the 
cleaning operation and to prevent 
rusting of equipment and building 
structures. 

The operator should be provided 
with adequate eye and facial pro- 
tection and protective clothing to 
prevent splashing of the hot alkali 
solution on. his skin or pervious 


clothing.—H. WILBUR SPEICHER, 


writing in the Safety News Letter, 
Automotive Machine Shop Section, 
September 1955. 


HOSPITALS 


the — Safety 307 joint publica- 

tion of American H tal Association 

and the National Safety Council. Available 

om order to the Association, 18 E. Division 

St.. Chicago 10, $2 per copy. 

96 


WO - 


users of steam for power, processing, or heating 
have found these efficient Vogt Two-Drum Type 
Boilers to be the answer to their diverse steam 
generating requirements. 
Class VF units provide maximum capacity in 
limited floor space and head room, while Class 
VS is best adapted to installations not having 
such restrictions. Each has a large furnace volume 
and a high ratio of radiant heating surface. The 
furnace design assures proper combustion of fuels 
fired in suspension or with various type of stolen, 


FOOD PROCESSING PLANTS 
DISTILLERIES © HOTELS 
HOSPITALS CHEMICAL PLANTS 

PETROLEUM REFINERIES 


pical Users... 


A bulletin with general information and show- 
ing typical ins ions is available on request. 


ADDRESS DEPT. 24-BH 


HENRY VOGT MACHINE CO., Louisville 10, Kentucky 


ERANCH OFFICES: NEW YORK, PHIILADELPHIA, CLEVELAND, CHICAGO, ST. LOUIS, DALLAS. CHARLESTON W. VA 


{ VJ 
M 
SS SS 
STEAM GENERATORS 
by | 
; i 
I | 
CLASS VF 
1 A 22,000 pounds steam per hour unit installed at a 
Indiana Farm Bureau Refinery, Mt. Vernon, Ind. , 
CLASS VS 
The Seelbach Hotel, Louisville, Ky. is served 
by this 30,000 pounds steam per hour boiler. " 
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MEN OVER 45!...Lung cancer, in men of your 
age, has increased so alarmingly in recent years 
that our doctors strongly recommend that you make 
a habit of having two chest x-rays every year: one, 
when you get your annual medical checkup; the 
other six months later. 


Today, you are six times more likely to develop 
lung cancer than a man of your age twenty years 
ago. Our doctors still don’t know why you are, but 
they do know that their chances of saving your life 


could be as much as ten times greater if they could 
only detect lung cancer “before it talks”... before 
you notice any symptoms whatsoever in yourself. 
That’s why we urge you and every man over 
forty-five to make semiannual chest x-rays a habit 
—for life. 7 

To see our lifesaving film, “The Warning Shadow,” 
call the American Cancer Society office nearest you 
or simply write to “Cancer” in care of your local 
Post Office. 


HOSPITALS 


‘ 
& 
‘ 
‘ 
A i 5S let 


Ye 


_| 


we switched to centralized service 


W E CAN ALL AGREE food plays a_ 


very important role in the 
care, happiness and recovery of 


the patient in the hospital. Yet the: 


service of hot and palatable meals 
to the patient three times each day 
with a minimum of time and labor 
cost presents a problem to every 
hospital, large and small. 

For many months the adminis- 
trative staff of St. Francis Hospital, 
Grand Island, Nebr., studied this 
problem with the thought of con- 
solidating all dietary activities in 
one area. It was decided that cen- 
tralized tray service and centralized 
dishwashing was one of the best 
answers to this problem, because: 

1. It would provide better su- 
pervision and help eliminate the 


heavy turnover and absenteeism in .- 


the floor kitchens. 

2. It would speed up food dis- 
tribution. | 

3. It would assure more uniform 
portions of food. 

Although the new system has not 
reduced, to any great extent, the 
number of employees required for 
the dietary department, it has con- 
centrated these employees in one 
area, thus minimizing delays in 
service. I believe that this is the 
greatest advantage we have noted. 

In one central tray service unit, 
we can provide better supervision 
and stimulate each dietary em- 
ployee to have greater pride in his 
job. In the floor kitchen arrange- 
ment, we were not able to main- 
tain this high degree of super- 


Neb. This hospital is operated by the 
Poor Sisters of St. Francis Seraphi. 
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1. To assure better supervision. 
2. To speed up food distribution. 
3. To reduce labor costs. 


JOHN L. HURLEY 


CENTRAL dishwashing unit (above) features ao double-comportment sink for 
pre-rinsing silver, a garbage disposal unit and a glass washer. The dishwashing 
machine is capable of handling more than 9,000 dishes per hour. Below, the 
trays proceed down the electrically-operated conveyor belt with the hot food 
being placed on the trays from the left and the cold foods from the right. The 
proximity of the refrigerators and hot food preparation unit to the cold and hot 
food portions of the serving counter assures minimum delay in transfer of foods. 


5 ? 
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REMODELED kitchen boasts 54 pieces of new, stainless steel equipment. 


Among the items included are the three-compartment pot and pan sink, 
toaster and slicer on the right and the mixer and pan storage rack on the left. 


vision and inculcate as great a 


sense of responsibility in each of 


the floor kitchen personnel. As 
one would expect, we had a high 
turnover and absentee rate, thus 
causing us many interruptions in 
food service, especially in the 
early morning hours, on week-ends 
and on holidays. 

Moreover, more than half of the 
dietary staff was hired on a part- 
time basis; in many instances, the 
employees were school girls, who 
did not depend on their job for a 
livelihood. Concentrating these 
people now in one central service 
area has placed greater emphasis 
on full-time dependable help. 


TIME SAVINGS 


Under the old system there was 
lapse of approximately one hour 
from the time the bulk food was 
placed in food trucks, delivered to 
the floors, portioned onto the trays 
and reached the patients. Now all 
patients are served in approxi- 
mately 30 minutes. 

Three to four hours were spent 
in each of the six floor serving 
kitchens to set up and deliver 
trays, wash the dishes, tidy the 
kitchen and reset trays for each 
meal. This same procedure is now 
accomplished in approximately 
four hours in one central kitchen 
and dishwashing unit—an over-all 
saving of from 15 to 20 man-hours 
daily. 

Without sufficient supervision 
six different units had six different 
ways of getting a job done. Be- 
cause of frequent changes in per- 
sonnel for these units, oftentimes 
dishes were not properly washed 


and had to be redone before a 
meal could be served. Breakage 
and loss of dishes and silverware 
were also problems. 

Now after food is prepared, it is 
transferred to an 18-foot serving 
counter in the main kitchen. The 
serving unit is the electrically- 
operated conveyor belt type with 
a hot and cold food section on 
either side. The food is then por- 
tioned onto pre-heated plates and 
placed on trays, which proceed 
down the conveyor belt to the bulk 
food conveyors (12 tray capacity) 
for transport to patient areas. An 
elevator is reserved for food serv- 
ice during meal periods. 

During the noon meal eight em- 
ployees staff the serving counter; 
only six employees are needed for 


morning and evening. We have 
achieved more uniform servings 


and closer supervision under this 
system. 


CENTRAL DISHWASHING 


Soiled dishes and trays are 
picked up by floor nursing aides 
and taken to a central dishwashing 
room, adjacent to the main kitchen, 
where a conveyor-type machine 
pre-rinses, washes and sterilizes all 
dishes and silver. There is a sepa- 
rate washer-dryer for glassware. 

Other features of the dishwash- 
ing room are a garbage-disposal 
unit and automatic dishwashing- 
compound dispenser. Walls of the 


dishroom and outer corridor are 


finished in colorful plastic tile for 
ease in cleaning. 

After dishes have been washed 
and steam-dried, they are returned 
to lowerators in the central serv- 


ing counter. Paper tray covers and 
the silver, wrapped in napkins, are 
placed on a shelf above the tray- 
lowerator to avoid delay when 
trays are started down the line. 

A small work unit has been set 
aside in the kitchen for the prepa- 
ration of modified diets and the 
instruction of student nurses. 


KITCHEN TO PATIENT 


The success of centralized food 
service is dependent almost en- 
tirely upon the speed with which 
trays are delivered from the kitch- 
en to the patient. At St. Francis | 
Hospital there is a lapse of eight 
to ten minutes from the time each 
tray truck leaves the main kitchen | 
until the last of the 12 trays is 
delivered to the patient. 

Two dietary aides transport the 
tray trucks to each floor where 
they are then taken over by nurs- 
ing personnel. If it is necessary, 
the floor aide will return immedi- 
ately to the kitchen for another 
truck, depending upon the number 
of patients in her particular divi- 
sion. 

Most of the patients are highly 
complimentary of the new system 
and have stated in the patient 
opinion questionnaire that the food 
was “appetizing, hot and attrac- 
tively served.” 


KITCHEN ALTERATIONS 


Few changes in layout were re- 
quired to install the new type of 
tray service. Several wall partitions 
were changed and an office for the 
dietitian was added. A new light- 
ing system and ceilng fans were 


installed. 


There are 54 pieces of new, 
stainless steel equipment, includ- 
ing four, walk-in refrigerators 
with reach-in doors for the meat 
and dairy units. A walk-in, zero 
degree refrigerator allows quantity 
buying and storage of many frozen 
foods. There is a completely- 
equipped bakery unit. 

Conveniently-placed lavatory 
facilities throughout the installa- 
tion éncourage the practice of high 
standards of personal cleanliness 
among dietary employees. Other 
sanitation features of the re- 
modeled kitchen include lever- 
controlled sink drains, rounded 
corners for all counter tops and 
drawers, and a steam injector for 
the pan-washing sink. Several 
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floor drains, a hose connection and 


electrical outlets were conveni- 


ently placed in working areas. 
During the eight-month reno- 

vation period a temporary kitchen 

was set up in an adjoining dining 


room, which now houses the dish- 
washing equipment. 

The advent of centralized serv- 
ice has assured us of closer super- 
vision of personnel—a potential 
cost control factor. We have found 


that the new system saves space 
(six floor kitchens are now avail- 
able for chart, linen and storage 
rooms), saves time by stream- 
lining food distribution and cuts 
payroll costs $3,000 annually. . 


ADA CONVENTION IN REVIEW— 


do-it-yoursall dietitians are pass e 


St. Louis—The dietitian’s four- 


sided role in today’s hospital—diet | 


therapist, equipment and design 
consultant, management expert and 
researcher—is not chosen. It is thé 
challenge that medical and indus- 


trial science has created and 


which must be accepted by the 
professionally qualified dietitian 


MARGARET GILLAM, 1955 recipient of the Marjorie Hulsizer 
Copher award for distinguished service to the dietetics profes- 
sion, views aword packet with Frank R. Bradley, M.D., direc- 
- tor of Barnes Hospitals, St. Louis. Miss Gillam, the first AHA 


pte bogee menu service that makes provision for modified 
is the first recorded dietitian to develop a pay cafeteria. 
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and her auxiliary nonprofessional 
workers if the best possible dietary 
care is to be rendered economic- 


ally and efficiently. 


Each of the 3,500 dietitians at- 
tending the recent American 
Dietetic Association convention 
learned that with high labor and 
food costs, advances in medical 


every state in the Union sent representatives 

meeting. Doris Vicker (left), chief dietitien at the USPHS Aleska 
Netive Hospital, Anchorage, and Renate Stern, Johannesburg, South 
Africa dietitian doing postgraducte work ot the Ohio State University 
-Hespitels, Columbus, examine Master Menu wall card and transfer 
slip at the American Hospital Association booth in the 


research which have direct impli- 
cations in diet therapy, and the 
rate at which industry develops 
better management tools, she just 
can’t keep pace and do the job 
alone. The professionally qualified 
dietitian must train auxiliary 
nonprofessional food service per- 
sonnel to assume some of her rou- 


ALASKA TO AFRICA, several foreign countries as well os 


nearly 
to the 38th ennuc!l ADA 


| 
| 
| 
i 
@ 
“Es 
Jiererics specians;, origmarec he Maser Menu TOr 
| 


GUESTS at the ADA Teo and Open House held at — Hospital (Barnes 


} included: (seated, left to right) Kate Da 
iser, imm a go president of the 


Barney, St. Louis; Fern 


manager, Scruggs, 


American Dietetic Association and professor of institution management and eco- 

nomics, University of Chicago; and Margoret Ohison, Ph.D., head of Depart- 

ment of Foods and Nutrition, Michigan State College, East Lansing. Standing 

left to right are Helen MacLachlan, associate professor of dietetics, St. Louis 

University Hospitals, and Hostess Henrietta Becker, director of the dietary de- 
partment, Barnes Hospital. 


tine duties so that she can devote 
more of her time to tasks that 
demand her professional back- 
ground. 

DIET THERAPY 

She must keep abreast of and 
implement the vast amount of re- 
search being conducted in all areas 
of diet therapy. Some of the diet 
therapy research reports given at 
the meeting were: 

Cholesterol! tevel. Frederick J. 
Stare, M.D., chairman of Harvard 
University’s nutrition department, 
reported that the serum cholesterol 
level, considered an important fac- 
tor in atherosclerosis, will not be 
increased if a high calorie, high 
fat diet is served, providing 
weight gain is prevented by vigor- 
ous exercise. Sudden weight gain 
in man, even on a low fat, low 
cholesterol diet, results in eleva- 
tion of serum lipids. 

Niacin deficiency. Grace A. Gold- 
smith, M.D., head of Tulane Uni- 
versity’s Division of Nutrition and 
Metabolism, explained their recent 
niacin deficiency studies support 
the theory that pellagra is due to 
the lack of niacin or tryptophan 


and not to the deficiency of several 


he B-complex vitamins. More- 
over, pellagra was induced more 
réadily with diets containing corn 
than with those containing wheat. 
The close association of corn diet 
with pellagra may be due, in part, 
to the low niacin and tryptophan 
content of corn, she explained. 


However, other factors, such as 
amino acid inbalance in corn diets 
or the presence of some inhibitory 
substance in corn, have not been 
eliminated as contributory causes 
of the pellagragenic effect of this 
cereal. 


Therapeutic hypnosis. Case studies 


New Officers 


The 1955-56 officers of the Ameri- 
ean Dietetic Association are: president, 
Winifred Howard Erickson, director, 
department of dietetics, Ancker Hos- 
pital, St. Paul; president-elect, Lucille 
M. Refshauge, director, department of 


, dietetics, Hartford (Conn.) Hospital; 


secretary (retained), Mary Ellen John- 
son, education director of dietetic in- 
terns, Colorado State Hospital, Pueblo; 
treasurer, Doris Johnson, Ph.D., di- 
rector of dietetics, Grace-New Haven 
(Ceonn.) Community Hospital; and 
speaker of the house of delegates, 
Marguerite L. Pettee, nutritionist, Uni- 
versity of Colorado Medical School, 
Denver. | 


of 12 patiemts at Parkland Me- 
morial Hospital, Dallas, subjected 
to therapeutic hypnosis to correct 
their nutritional deficits, tend to 
indicate that: 

1. A compulsion to eat induced 
by post-hypnotic suggestion can 
be successfully accomplished in 
patients suffering from burns and 
other forms of illness. 

2. The creation of a desire for 
a patient to correct nutritional de- 
ficits through hypnosis appears 


superior to other methods of ther- 


apy. 

iron absorption. Three Washing- 
ton University researchers reported 
that the amount of iron absorbed 
from foods by normal subjects is 
10 per cent or less. Their further 
studies have indicated that ab- 
scorbic acid usually increased the 
assimilation of food iron even. 
more in iron-deficient than in nor- 
mal subjects. 

If eggs were baked into cake or 
corn bread, or scrambled. and 
served with toast, bacon, cereal 
and fruit juice, greater assimila- 
tion could be detected only with 


relatively large amounts (200 to 


250 cc.) of citrus fruit juices. 
Calcium retention. The retention of 
calcium by ten, pregnant, unmar- 
ried women from 14 to 30 years 
of age and with an intelligence 
range below average to college 
level was reported by Genevieve 
Stearns, Ph.D. The Iowa State Uni- 
versity research professor noted 
that calcium retention appeared to 
vary inversely to the amount of 
emotional disturbance. The emo- 


‘tionally-disturbed subject might 


lose 300-400 mg. calcium daily,. 
the stable serene subject retain 
that much or more. If the adoles- . 
cent is emotionally stable, a 
dietary regimen considered ade- 
quate for other pregnant women 
will permit ample retention in the 
adolescent. 

Protein supply. Conrad A. Elveh- 
jem, Ph.D., professor of biochem- 
istry at the University of Wiscon- 
sin, in reviewing the newer find- 
ings on amino acids, reflected that 
nutritionists are not ready to shift 
their emphasis from a considera- 


tion of proteins in nutrition to 


amino acids. He said this was true 
even though there are extensive 
figures for the amino acid content 
of a large variety of human foods 
and preliminary estimates of the — 
requirement of several amino acids 
for certain age groups have been 
established. 

He said there is no need for 
excess protein in the diet as long 
as there is an adequate supply of 


each individual amino acid and 


the amino acids in these foods are 
present in available form. If in- 
complete proteins are used, excess 
protein may be more deleterious 


‘than beneficial. In order to over- 


come the inadequacies of incom- 
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plete proteins, Mr. Elvehjem rec- 
ommended that a combination of 
several proteins from different 
sources be used. 


Several dairy products have 
been introduced to aid the home- 
maker and the dietitian in pre- 
paring more acceptable modified 
diets. H. E. O. Heineman, direc- 
tor of the research division of the 
Pet Milk Company, St. Louis, 
noted the following new items: 

1. Modified fluid milks with the 
butterfat content reduced to vary- 
ing degrees. | 

2. High calorie milk consisting 
of whole milk with increased non- 
fat milk solids. | 

3. Canned whole milk with an 
improved flavor. 

4. Low sodium fluid milk. 

5. Low fat frozen desserts. 


NEW EQUIPMENT 


If the dietitian is to produce a 
menu within the budget, particu- 
larly in this day of high wages, 
she needs to employ every tool at 
her command to reduce costs. In 
many cases, the effective tool 


could be a piece of equipment. | 


Some of the new items in the food 


equipment showcase reported by. 


Leslie W. Scott, director of the 
Division of Hotel, Restaurant and 
General Institutional Management 
at Michigan State University, are: 

1. Tea urn which automatically 
brews a liquid concentrate of tea 
with a measured amount of hot 
water at the spigot. 

2. Oven that combines air pres- 
sure inside the unit with very 
high heat for quick cookery of 
many foods. . 3 

3. Deep-fat fryer which oper- 
ates under pressure and reduces 
cooking time in some cases by 
more than 75 per cent. 

4. Continuous hamburg unit, 
which is automatically controlled 
from the time the meat is inserted 
in the grinder until the hamburger 
is popped into the bun. 

5. An automatic, bag-to-plate, 
french fryer unit which enables 
one employee to process a ton of 
potatoes. 


MANAGEMENT TOOLS 


Time studies and analysis of 
food waste were two of the man- 
agement tools reported that can 
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- help the dietitian in her job. 


Beatrice Donaldson, Ph.D., asso- 
ciate professor and head of Insti- 


tution Management Laboratory at 


the University of Wisconsin, and 
Harry H. Pope, president of Pope’s 
Cafeterias, St. Louis, agreed that 
time studies in the hospital dietary 
department can uncover “hidden 
costs” in menu preparation and 
service. 

Mr. Pope .pointed out that time 
studies usually show that most 
kitchens do not need more labor 


saving; what is needed is more 


utilization of the labor which is 
available. He said the big loss in 
food preparation labor is “obser- 
vation time” and “waiting time.” 
The time spent watching chicken 
frying in the deep fat fryer, for 
example, is not productive. Work 
should be scheduled so that the 
cook’s hands are busy while his 
eyes are used for observation. 
The study of all refuse and 
edible foods discarded during the 
preparation and service of meals 
can uncover faulty preparation 
techniques, poor purchasing stand- 
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use Van's long experience 
on hospital food service 


@ The picture above of the main kitchen of the new six- 
teen-story Hartford Hospital well illustrates the work Van 
has done equipping hospitals large and small for food 
service for more than a century. | | 


@ When you see an unusually fine food service install- 
ation, you will undoubtedly. find Van's name plate on the 


equipment. 


@ if you are planning food service equipment improve- 
ments, make use of Van's skill and experience. Illustrations 
of such installations are in Van's Book, available now. 


Ske John Van Range 


EQUIPMENT FOR THE PREPARATION AND SERVING OF FOOD 


Branches in Principal Cities 


224-244 EGGLESTON AVE. 


‘CINCINNATI 2, OHIO 
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ards and patients’ food dislikes. 
Dietary Consultants Constance L. 
Brine, Ph.D. and Edith B. Tate, in 
analyzing the waste in three large 
institutions (two geriatric and one 
children’s), reported that food 
losses in terms of pounds were ap- 


proximately one-fifth to one- 


fourth of the total food issued. The 
greatest losses in proportion to is- 
sues occurred in the leafy, green 
and yellow vegetables; potatoes 
and sweet potatoes; meat, poultry 
and fish; and dry beans, peas and 
nuts. When the average nutritive 
values of the food issues were com- 
pared with the National Research 
Council’s Recommended Dietary 
Allowances (weighted according to 
population makeup of each insti- 
tution), the institutions studied 
were found to have adequate food 
supplies. When the food losses 
were deducted, however, the food 
eaten in the two geriatric institu- 
tions was low or border-line with 
respect to several nutrients—iron 


in both institutions, Vitamin A and 


-miacin in one, and ascorbic acid in 


another. 


In large quantity food service 
certain problems arise because 
most foods are exposed to the ef- 
fects of holding, before and after 
cooking. Karla Longrée, Ph.D., 
professor of institution manage- 
ment, New York State College of 
Home Economics, Cornell Uni- 
versity, reminded the group that 
this holding may affect changes 
in the foods’ nutritive value, color, 
texture, flavor and palatability. 

In order to minimize these 
changes and seek out the reasons 
for these breakdowns, quantity 
food research is necessary. How- 
ever, Miss Longrée pointed out that 
“it takes a certain flexibility of 
mind to chuck a day that was 
meant to be a ‘controlled test’ and 
still see that some benefit was de- 
rived from it.” First of all, there 


is a problem of expense for many 
foods have to be discarded after 
experimentation. 

A second difficulty that Miss 
Longrée noted in undertaking food 
research projects is fitting the 
project into a busy production 
schedule when the regular kitchen 
equipment may have to be used 
during some phase of the exper- 
imental study. 

Thirdly, she said, the control of 
variables may be exceedingly dif- 
ficult to achieve when the exper- 
imental hours overlap the regular 
food production period. 

It takes much understanding and — 
patience on the part of all in- | 
volved, Miss Longrée warned, to 


survive these trials. The over-all 


objective of all dietary service— 
the best possible patient care— 
—must loom to the foreground, 
sparked by the professionally 
qualified dietitian’s enthusiasm 
carried down to all of her auxiliary 
workers. . 


Master Menus for January 


HE JANUARY 1956 Master Menu is planned to pro- 
fer good food for every hospital patient. 

The general diet is planned to reduce to a minimum 
the modification necessary to meet all therapeutic 
food needs of patients, and consideration is given to 
minimizing expenses through menu control of raw 
food and labor costs. 

The general diet forms the basis of the seven most 
frequently used modified hospital diets. Selections to 
be served on the general diet are set in boldface type. 

Modified diets in the menu plan are the soft, full 
liquid, high protein, high calorie, low calorie, low fat 
and measured or weighed. 

The American Hospital Association recommends 
the use of the Master Menu as a complete set of 
nutritionally-adequate menus at a medium cost level 
or as a suggestion list for menu items. 

Master Menu kits containing the wall cards, 
sample transfer slips and Master Menu Diet Manual 


are available to users of the menus. The kits are 
priced at $2 and may be secured by writing the Edi- 


_ torial Department of HospITALs. Single copies of the 


manual may be purchased for $1.50. 

Full directions for using the Master Menu are in the 
manual as well as information on preparing 15 other 
modified diets with the aid of the menus. 


Summary of Dinner Meats 
Htem Dotes on Menu Total 
..January 4-7-10-15-19-23-28. 


Lamb 
January 11-16-29_..__ 

Poultry 

Fish January 6-13-20-27_ 


7 
5 
4 
January 1-3-8-22-25.. § 
Variety Meats_._ January 3 

31 


14. Mashed squash . Baked peotate on half shel! 8. Saltines 
15, Grapefruit and orange 29. Celery and carrot sticks 9. Baked breaded veal cutiet 
1. Orange halves sain 30. ———— 10, Broiled veal steak 
3. Rooaie juice 16. French dressing 31. —* apple with honey 11. Baked noodles 
3. rice cereal or 17. pie cream 12. Cubed potatoes 
oatmeal 18. Vanilla ice cream 32. A Applesauce 13. Harvard beets 
4. Seft cooked 19. same ice 33. coating island 14. Sliced beets 
56. Bacon 20. P k grapetrutt sections 34. Fresh pineapple 15. Lettuce wed 
Danish coffee ring 31. Save ruit juice 35. Blended oltren juice 16. Requefort dressing 
36. er Heuse roll 17. wearer erunch a ia 
22. Cream eof mushroom soup 
7. Temate fee . tons January 2 18. Butterncetch pudding with 
. or — wafers 24. Shrimp-avecade salad— whipped cream 
Renst Siblet gravy sliced tomatoes 1. Half 19. Lemon gelatin cubes 
10, neaes dhicken 25. Minced lamb—asparagus 2. Gra ruit juice 20. Sliced banana in orange 
ll. Brewn rice 26. Cold sliced a 3. Rel ~ wheat or puffed juice 
12. Parsley potatoes asparagu 21. Gckmpe juice 
13. Caulifiewer 7. Baked potatoes 4. 
5. Bacon 22. Chicken soup with rice 
t Arabic numerals restos may be 6. Teast erackers 
found rgaret . Terrell 24. Seal ate—rold 
104 HOSPITALS 


RESEARCH ESSENTIAL 


Manufacturers and distributors of BORDEN'S Instant Coffee 
STARLAC non-fat dry milk > BORDEN'S Evaporated Milk 
e Fresh Milk * Ice Cream * Cheese * BREMIL powdered infant 
food « MULL-SOY hypoallergenic food « BIOLAC infant food 
* DRYCO infant food * KLIM powdered whole milk 


350 Madison Avenue, New York 17, N. Y. 


1Swenson, P. and Jeffery, : G. P. 734 (Feb. 1953. 
Medicine, ed. 2. Philadelphia. 
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nature’s chisel... 


Living bone is a constant target for the chemical chisels, 
the osteoclasts, that erode osseous tissues and leave 

the pitmarks of “lacunar absorption.”' This continuous 
process of wear and tear requires the formation and 
deposition of new bone throughout every individual's life. 


For everyone, both young and old, it is necessary to keep 
up a dietary supply of vital minerals, particularly 
calcium for the normal growth and replacement of bone 
chiseled away by such osteoclastic erosion. But especially 


_ for the older person with osteoporosis, for those with 


defective skeletal mineralization or with delayed 
union of fracture, a therapeutic diet plays an important 
role in osseous regeneration.” 


Skim milk, retaining all of the essential mineral nutrients . 
of fresh milk but without its fat content, is gaining 
increasing recognition as an excellent source of calcium 
and protein. Skim milk is as ideal in helping to 


_ mend the older skeletal structure as it is in 


building the original framework during younger years. 


Like other Borden food products, Borden's Starlac 

Non-Fat Dry Milk and Borden's Non-Fat Fluid Skimmed 
Milk are of the highest quality and are processed under 
the most hygienic conditions. The fluid Skimmed Milk, for 
example, like all Borden milk products, is made from the 
finest of fresh milk, pasteurized and processed under the 
most modern, hygienic conditions - improved palatability 
and greater nutritive value. 


With Starlac, Borden pioneered in making wholesome 
non-fat dry milk available to Americans everywhere. 
Both types of Borden’s Non-Fat milk are 

economical, eminently suitable for use in the home 
and in the hospital. 
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W. B. Saunders Company. 1949, p. 697. | 
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25. Welsh rarebit on melba 2. Urange juice 
toast——chopped spinach 2. Wheat and bariey kernel« 
or hominy 

26. Broiled steak-——-chopped 4. Serambied 
spinach 5. Bacon 

4 Stuffed baked potato 6. Whele wheat muffins 

29. Green and red cabbage 7. Consomme 
salad Crisp crackers 

30. Seur cream dresasi 9. Pan-fried liver 

41. Prutted gelatin, 19. Broiled liver 
cream ll. Whipped potatoes 

42. Canned fruit gelatin 12. Whipped potatoes 

33. Chocolate rennet-custar: 13. Whele kernel corn 

34. Uneweetened canned 14. Sliced beets 
loganberries 15. Peach, date and nut salnd 

35. Pineapple juice 16. Chantilly dressing 

36. Pumpernickel bread 17. Cramberry ice 

18. Cranberry ice 

January 5 19. ice 

Tomato Juice 20. canned 

. Tomato juice G 

Wheat fakes or farina 

1. Serambled ex« 22. Cream of vegetable soup 
4. Bacon 23. Saltines 

Raisin toast lomf (11258) 
gigs 5. Broiled beef patties 

BS Noodle soup 26. Broiled beef patties 

. Crisp crackers 27. Baked noodles with 

Chicken fricassee— tomato puree 

cranberry orange relish 28 Pattypan squash with 

10. Roast chicken lemon juice 

ll, Brown rice 29. Lettuce, spinach and 

13. Whole carrots «80. Savery French dre«sing 

14, Whole carrots (4242) 

Celery—olives 21. Pineapple upside down 

ipped 

17. Lemon fluff pudding with 42 
custard sauce 33. Vanilla ice cream 

15. Lemon fluff pudding with 34 Fresh pear 

‘ mon fluff pu ng biseu 

cherries 

21. Grapefruit juice January 6 

Tangerine 

22. Creamy petate seup 2. Grapefruit juice 

23. Saltines 3. Reotlled wheat or corn finkes 

24. Swedish meat balia (4126) 4. Poached 

25. Broiled beef patties 5. Bacon 

26. Broiled beef patties 6. Tomst 

27. Riced potatoes 

25. Fremeh style green bean« 7. of celery soup 

29. Tessed salad &. Whole wheat crackers 

30. Celery seed dressing 9. Baked salmon loaf—ege 

31. Henmey pecan tart anuce (1170) 

32. Canned peaches 10. Baked salmon steak 

33. Raspberry elatin ll. Parsley whole potatoes 

34. Unsweetened canned 12. Parsley whole potatoes 
peaches 13. Green Lima beans 

35. Limeade 14. Diced carrots 

36. Corn muffins 15. Stuffed prune som with 

pecan gurnix« 

January 4 16. Cream mayonnaise 

. Banana 17. Chocolate peppermint 
Blended citrus juice 18 ine 
. Brow 

= granular wheat 19. Whipped jello 


eerenl or corn flake« 


. Seft cooked e 20. 
. Grilled Canadian bacon 
Teast 21. 
. Clam chowder 22. 
Oyster crackers 23. 


Swies steak 24. 
. Broiled cubed steak 

Mashed potatoes 

. Parsley potatoes 26. 
Pimiente diced celery 
Green peas 

Sliced lettuce salad 27. 


Russian dressi 
. Apple criap (347) 29 
Apple crisp 30 
. Pineapple whip 31. 
. Fresh apple $2 


. Orange juice 


Unsweetened canned bing 
cherries 

Orange juice 

Oyster stew (145) 

Oyster crackers 

Toasted cheese sand wich— 
watermelon pickle— 
potato chips 

Baked cheese sandwich— 
asparagus 


. Cottage cheese—asparagus 


Baked potato 


. Temate and parsicy salad 
. Preneh dressing 


Canned penaches—Hawatian 
Jumbles (1294) 


. Canned peaches 


33. vor pudding with 

22 apricot nectar sauce 
23° oe tomate seup 34. Fresh apple 
24. Grilled Cenadian bacon— 75. Apple juice 

candied sweetpotateoes 36. 
25. Scrambled egg with bacon 

curls Januery 7 
26. Broiled veal steak l. Banana 
44 Baked potato 2. Prune juice with lemon 

. Spimach with lemon 8. Relled wheat or crisp corn 

29. Grapefruit and cress salad cereal 
30. Paprika French dressing 4. Serambled ec« 
31. Checelate angel food with 5. Crisp bacon 

white mountain icing 6. Hemey bans 


(3276) 
52. Chocolate angel food, 
white mountain icing 
33. Baked custard 
34. Unsweetened canned 


plums 
35. Mixed fruit juice 
Bread 


Januery 5 


1. Orange juice 


t Arabic 


found in “Large ti Recipes.” 
Philadelphia. J. A 


Grapefruit juice 


Sauerbraten (1123) 
Roast beef 
Potatoes au gratin 
Riced potatoes 
Green peas 

Green peas 


. Shredded carret and raisin 


which recipe may be 
“by Margaret E. Terrell, 


Cream puff 

Vanilla pudding with 
chocolate sauce 

Lemon rennet pudding 

Unsweetened canned 
peaches 


. Consomme 


. Clam chowder 
. Oyster crackers 
. Fruit salad plate with 


cottage cheese— 
asparagus 


. Peach and cottage cheese 


on lettuce—asparagus 


. Cottage cheese—asparagus 
. Baked potato 
. Baked potate 


: French dressing 
. Cheeolate walnut cookies 


(1292) 


. Prune whip 
. Tapioca cream with . 


meringue 


. Unsweetened canned 


boysenberries 


. Grapeade 
. Bread 


bo 
— 


. Grapefruit sections 
. Grapefruit juice 


Rolled wheat or corn fia 


. Poached ese 


Bacon 
Toast 


. French onion soup (132) 


Crisp crackers 


. Reast chicken with giblet 


dressing 


. Roast chicken 


Mashed potatoes 


. Parsley potatoes 

. Green beans 

. Green beans 

. Cranberry and ora 


n 
relish on lettuce (1190) 


Coffee tee cream 
Vanilla ice cream 


.- Lemon ice 
. Unsweetened canned dark 


cherrie 


s 
. Mixed citrus juice 


. Cream of pea soup 
. Metba toast 
. Serambled egas—grilled 


turkey livers—squash 


. Scrambled eggs—grilled 


turkey livers—squash 


. Grilled turkey livers— 


squash 


. Baked potato 
Celery curls 


. Checolate cream pte (1317) 
. Orange and banana cup 

. Chocolate pudding 

. Orange and banana cup 

. Apple juice 


. Blended citrus juice 


Blended citrus juice 
Wheat and bariey kernel« 
or farina 


. Seft cooked 
. Grilled ham 
. Whele wheat raisin tonst 


. Vegetable soup (134) 


Saltines 

Stuffed lamb shoulder— 
mint jelly 

Roast lamb 

Riced potatoes 

Rice potatoes 

Glazed carrots 


. Sliced carrots 


Shredded cabbage and 
m pepper salad 


gree 
. Olive French dressin 
. Orange fruit cake (1274)— 


orange frosting (1282) 


. Orange layer cake 
. Pineapple whip 

. Grapefruit sections 
. Grapefruit juice 


. Cream of turkey scup 
. Crisp crackers 
. Spaghetti with meat sauce 
. Casserole of spaghetti with 


tomato puree 


. Baked veal chop 
27. Spaghetti with tomato 


(omit on Soft Diet). 


28. Fresh spinach 
+ Cettage cheese on lettuce 


31. Stewed apricet compvote 


32. Canned peeled apricots 

33. Lime gelatin 

34. Unsweetened canned 
apricots 

35. Fruitade 

36. Hard rolls 


January 10 


1. Orange halves 

2. Orange juice 

3. Oatmeal or crisp rice cereal 
Peached 
6 


8. Crisp crackers 

9. Country fried cubed steak 
10. Grilled chopped steak 
ll. French fried potatoes 
12. Cubed potatoes 
13. Whole kernel corn 
14. Sliced new beets 
15. salad 
16. Celery seed French dressing 
17. Deep dish apple pie 
18. Fruited gelatin 
19. Raspberry gelatin cubes 
20. Unsweetened canned plums 
21. Blended citrus juice 


22. Corn and temato chowder 
(442) 

23. Saltines 

24. Liwer leaf—egge sauce 
(4135) 

25. Liver loaf—egg sauce 

26. Broiled liver 

27. Baked potato 

28. Green peas 

29. Fresh _— and strawberry 

la 


sa 

30. Fruit salad dressing (123°) 

21. Date sandwich cake with 
lemon sauce (1264, 384) 

32. Prune whip 

33. Baked custard 

34. Unsweetened Royal Anne 
cherries 

35. Tomato juice 

36. Bread 


January 11 

. Banana 

Grapefruit juice 

Puff rice or rolled wheat 
Scrambled 

Bacon 

Cinnamon toast 


Cream of mushroom soup 
(144) 


Toast sticks 


= 
= 
= 


. Broiled flounder fillets 

Whipped potatoes 

. Whipped potatoes 

Kale with lemon or green 

beans 
. Green beans 
. Grapefruit and red apple 
section salad (1214) 

16. French dressing 

17. Checolate chip bread 
pudding 

18. Chocolate chip bréad 
pudding 

19. Lemon snow pudding 

20. Lemon snow pudding 

21. Orange juice 

22. Chicken neodle soup 

23. Criap crackers 

24. Plantation turkey short- 
enke (1162) 

25. Creamed turkey— 
asparagus 

26. Omelet——asparagus 

27. Baked potato 


29. Sliced tomato salad 
30. Mayonnaise dressing 
31. Butter pecan ice cream— 
sugar cookies (1203) 
32. Canned fruit cup 
33. Vanilla ice cream 
34. Fresh or frozen pineapple 
35. Pineapple juice 
Bread 


1. Grapefruit 

2. Orange juice 

3. Farina or bran flakes« 

4. Seft cooked 

5. Link sausages 

6. Peenan rolis (188) 

7. Beef bouillon (129) 

8. Saltines 

9. Reaat lea of veal with 

dreasing 

6. Roast leg of veal 
1. Paprika potatees 
2. Paprika potatoes 


HOSPITALS 


17. 
18. 
19. 
20. 
21 
23 
25 
+ 7. Consomme a ia royal 
28 
BD 
20 
31 
35 
January 
22 
24 
ve | bacon or broiled flounder 
28 
29 
31 
32 
33 
34 
35 
January ? 
2 
4 
5 
4 
9. 
0. 
1. 
2. 
3. 
6 
7 
g 
9 January 12 
0 
21 
233 
24 
25 
1 


FOR CRANBERRY-ORANGE RELISH 
EASY TO MAKE: wi 

Use 2 ibs. Oceon Spray Fresh Cranberries to 4 oranges alt ‘ “a 

(quartered, with seeds removed). Put through food chop- 

per ond add 2 Ibs. sugar. Chill ond serve. Serves 25. 


Tart yet sweet, crisp yet juicy, 
Fresh Ocean Spray 
Cranberry-Orange Relish 

is delicious. 


3 WAYS TO SERVE IT... 


1. As co RELISH. . . Delicious with chicken, turkey, on 
sandwich or salad plates. Popular for relish trays. . 
2. IN SALAD .. . Fold into raspberry or strawberry 
gelatin to make delicious molded salad. Add nuts 
3. DESSERT. . . Fold into softened vanilla ice cream 
ond refreeze in cookie crumb-lined pie plate for @* 


= 


IT’S TIMELY, IT’S TEMPTING, q 
\ 
lovely AS ag 
Enhance every meal with 
beautiful china by Walker. Many 
attractive patterns are avail- | 
able with a choice of colors and - 
shapes. Send for information 
and name of your nearest FEED FR 
Walker dealer. 
Eliminates Water Spotting 
* Economical to Use 
* Constant Feed of Drying 
Agent 
* Easy to 
Klenzade Feeder is on 
automatic rinse line injector specifi- 
cally designed te 
Flesh-Ori, drying agent, 
into final rinse line on dishwashing 
meochines. Fiash-Dri Feeder is sim- 
ple, positive tube-type pump with 
only one moving pert. Operoted 
| dependeble pressure switch 
q installed on any dish mochine 
SS — = | Automatic Operation 
KLENZADE PRODUCTS, INC. 
THE WALKER CHINA CO. . BEDFORD. OHIO BELOIT. WISCONSIN 
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13. with 23. Sal 


24. 

14. Diced yellow 25. 
15. Stuffed prune salad with 26. 
cherry garnish 27. 


16. Maraschine French 
dreasi 


ng 
17. Pumpkin chiffom pie (1325) 29. 
18. Pumpkin chiffon pudding 30. 


tines 
Caramel! ham leaf (1149) 
Baked cheese sandwich 
Broiled lamb chop 
Riced potatoes (omit on 
Soft Diet) 


19. Rasoberry sponge 31. Fruit eu 
26. Unsweetened canned 32. Sliced _- in orange 
boysenberries juice 
21. Blended eltrus juice 33. Soft custard 
34. Unsweetened fruit cup 
22. French tomate soup 35. Grapeade 
23. Creuteons 36. Het 
24. Hamburg creole with 
binewltsa (1124) January 15 


25. Broiled beef pattie— 


half baked potato 
25. Eggs a la goldenrod in 


sliced 1. Tangerines 
26. Broiled beef pattie— 2. Blended citrus juice 
esparagu 
° 
potatoes 5. Grilled Canadian bacon 
29. Escarole and julienne beet 6. Coffee enke (174) 
30. Vinaigrette dresst i. Compemsmme 
31. Home style peaches” 8. Saltines 7 
32. Home style peaches 9. Roast rib of beet 
33. Lemon rennet-custard 10. Roast rib of beef 
34. Unsweetened canned 11. Whipped potatoes 
peaches 12. Whipped potatoes 
35. Fruitade 
ce eets 
(375) 15. Fruit sal 
12 16. Buttereup dressing (1237) 
Joenvary 17. Raspberry sherbet 
1. Anjou pear 18. Raspberry sherbet 
2. Blended citrus fruit juice 19. Raspberry sherbet 
3, Corm flakes or brown (no cream) 
granular wheat cereal 26. Grapefruit sections 
4. Serambled egg 21. Orange juice 
5. Bacon —— 
6. Tenst 22. Cream of corn soup (141) 
. Cream of . Boneless turkey assee 
(735) on rus 
8. 25. Boneless turkey fricassee 
9. Baked white fish fillets 26. Boneless turkey fricassee 
10. Baked white fish fillets 27. Steamed new potatoes 
ll. Mashed potatoes 28. Asparagus tips 
12. Riced potatoes 29. Fresh pineapple fan and 
13. Sliced carrots atrawhberry salad 
14. Beet greens 30. French dressing 
15. leed celery curls and 31. Cheoeolate cup cakes 
radishes 32. Prune whip 
. Gingerbread . Unsweetened canned plums 
enke speide-down 35. Grapefruit juice 
18. Floating island 36. Bread 
swee canne January 
. Grapefr 
Juice 2. Apricot nectar with lemon 
. Clam chowder 
+ 3. Rolled or crisp rice 
ceren 
eae ala goldenrod on Poached can 
6 


toast cups 
26. Cottage cheese on lettuce 


28. potato 8. Crisp crackers 
39. quarters and creas when” 
if 
22. sty 13. Stewed tomatoes 
33. Floating island 14. Green beans 
34. Orange sections 15. pe and celery 
36. nectar 16. mayonnainze 
ed coconut custa 
18. Baked custard 
—— 14 19. Lemon and lime gelatin 
. Orange juice cubes 
2. Grapefruit juice 20. Fresh apple 
or wheat fnkes 21. Tomato juice 
5. Bacon 22. Peper pot soup (146) 
6. Pepevers +4 om 
ream ipped beef 
7. Beef broth 25. Minced beef 
8. crackers 26, Brotled steak 
9. fried liver and 34 makes potato 
Treen pens 
atoers eusan ata 
12. Baked potato 31. Cherry 
13. Green peas 32. Pear in cherry gelatin 
14. Green peas 33. Baked custard 
15. and marshmallow 34. canned 
cherries 
16. Cream mayonnaise 35. Orange juice 
17. Geld layer cake 36. Petate rolls (188) 
18. sponge with 
ustard sauce 
19. Cherry sponge January 17 
20. Unaweetened canned 1. Banana 
—— 2. Pineapple juice 
21. Blended citrus juice 3. rn mamas or 
aranular wheat cereal 


23. (247) 4. 


Aveble numerals indicate 
found, “Lares Quantity “Regipes.” by 


Seft cooked 


. Fresh pineapple cup 


. Link sausages 
_6. Bran muffins (167) 


ae “7. Chicken broth 
Sal 


tines 
Reast leg of lamb 
Roast lamb 
Mashed potatoes 
Riced potatoes 
Sauteed parsnips 
Asparagus tips 
Raw vegetable salad bow! 
Russian dressing (1243) 
Butterscotch sundae 
Chocolate sundae 
Lemon ice 


21. Apricot nectar 


soup (134) 
erackers 


4. and rice casserole 


Grapefruit and romaine 


. Clear French dressing 
. Prune cake with seafoam 


frosting (1269, 283) 


. Canned Royal Anne 


cherrie 


s 
. Vanilla rennet-custard 
. Fresh pear 
. Cranberry juice 


Bread 


January 18 


Sliced oranges 
. Tomato juice 
Farina or bran flakes 


Easence of celery 

Crisp erackers 

Brown f 
(4152) 

Veal 
Baked sweet potatoe 

Parsley potatoes 

Broccoli with lemon butter 

Sliced beets 

Cranberry sniad (1216) 

Cream mayonnaise 


of veal 


. Apricot cobbler with 


whipped cream (1353) 


18. Baked. eustard with apricot 


puree 


. Pineapple whip 
. Unsweetened canned 


apricot 


. Blended citrus juice 

. Corn chowder (141) 

. Oyster crackers 

. Beef biscuit roll (1126) 
. Beef biscuit rol! 

. Cold roast beef 

. Riced potatoes 


. Green peas 
. Cabbage, carrot and green 


pepper salad 


. Olive French dressing 

. Grapenut lemon puff 
. Orange sections 

. Lemon chiffon pudding 

. Unsweetened canned 


boysenberries 


. Cherry nectar 
. Corn muffins (16°) 


Jonuary 19 


1 
2 
3. 
4 
5 


. Stewed fruit com , te 
. Blended citrus juice 


Puffed wheat or catmeal 


. Serambled ec« 
. Bacon 
6. Teast 


Tomato 


~ 


. Whipped 
. Glazed on 


Cheese crackers 


. Country fried steak 


Brolled steak 

potatoes 
tatoes 

ons or carrots 

Quartered carrots 


. Slieed lettuce salad 


Thousand Ialand dressing 
whipped crea 


. Baked apple with 


whipped cream (1350) 


. Strawberry gelatin 
canned fruit 


juice 


mushroom soup 


. Broiled lamb chop 

. Broiled lamb chop 

. Lattice sliced potatoes 
. Fresh spinach 

. Layer erange cottage 


cheese salad 
French dressing 


. Peppermint ice cream 
. Coffee gelatin 

. Coffee gelatin 

. Unsweetened canned 


plums 
. Pineapple juice 
Bread 


January 20. 


. Grapefruit 
. Grapefruit juice 
. Farina or wheat and bariey 


kernels 
Seft cooked egg 
Bacon 
Sally Lunn (181) 


to 


Southern bisque (151) 
Saltines 


. Bretied halibut steak 


Broiled halibut steak 
Mashed potatoes 

Riced potatoes 

French style green beans 
French style green beans 
Cole slaw 

Sour cream dress 

Lemon chiffon 


. Vanilla blanc mange, 


cherry juice sauce 


. Cherry sponge 
. Unsweetened canned dark 


cherries 


. Orange juice 


22. 


Cream of spinach soup 
(149) 


. Teast sticks 


Tuna fish salad—potato 
chips 


. Creamed tuna fish—peas 
. Low fat tuna on lettuce 


with lemon—peas 


. Baked potato 
. Carrot sticks—radishes 
. Pineapple chun 


oatmeal cookies (1295) 


. Raspberry gelatin with 


sliced bananas 


. Vanilla blanc mange with 


cherry juice 


. Fresh pineapple 
. Apricot nectar 
. Parker House rolls 


January 21 


wher 


22. Ph 


. Orange juice 
. Orange juice 
. Crisp rice cereal or rolled 


whea 
. Serambled ex« 


Link sausages 
Teast 


Ruby consomme (132) 
Crisp crackers . 
Brolled lamb chop 


. Broiled lamb chop 


Creamed whole potatoes 


. Parsley potatoes 
. Green Lima beans 


Latticed beets 


. Jellied cider fruit salad 
(1215) 


. Mayonnaise 
. Lemon snow with custard 


sauce 


. Lemon snow with custard 


Sauce 


. Lemon snow 
. Unsweetened canned 


peaches 


. Lemonade 


Pineapple juice with 
raspberry sherbet 


. Veal Rosettes (1154) 
. Bacon curls—asparagcus 
. Broiled beef patties— 


asparagus 


. Baked sweet potato 

. Baked sweet potatoe 

. Hend lettuce salnd 

. Chiffenade dressing (123%) 
. Checolate marshmallow 


ro 
. Peppermint ice cream 


Baked custard 


. Unsweetened fruit compote 
. Chicken bouillon 
. Bread 


. Temate iuice 

. Tomato juice 

Oatmeal or corn flakes 


_ HOSPITALS 


25 
26 
27 
28 
29 
Spinach 10. 30. 
Lettuce wedge il. 31 
14. 34 
15. 
16. 35 
17. 26 
18. 
19. 
22 
2 
2 
(J159) 
25. Creamed chicken i 
26. Hot sliced chicken 7 
27. Fluffy rice 
28. Siteed carrots 
0. 
salad 1. 
31 2 
4. 
2. 
6. 
33 7 
35 
|| 
4. Peached 
5. Bacon 
— 25 
9. 
27 
10. 
11. yA. 
12. 30 
13. 31 
14. 
16 \ 
17 
34 
35 
21 
22 
23 
24 
25 
= + 
27 
28 1. 
29 
30 7 
31 
33 
33 3 
34 
35 
| 
9 
25 
26 
27 
28 
29 
30 
31 
33 
34 
35 
36 
ee 
°3. Melba tonst 
°4. Seanlleped potatees with 
ham—watermelton pickle 4 


Ancther 
Fine Installation of 


TOLEDO 


Kitchen Machines 


owe 


DISHWASHER ... Model DS-27, with convenient three-way door. 
Hob Nob Kitchen Equipment installed by I. Shapiro, Inc., Milwaukee, Wis. 


complete “skin deep” peeling mi 
with minimum waste. 


PEELER ... sharp abrasive on saw faster cutting, faster 
both disc and cylinder insures cleaning. Lo Illu- 
meat ta 


TYPICAL 


RECENT TOLEDO 


INSTALLATIONS 


A smart place for fine food and cocktails on the 
shores of Lake Michigan near Racine, Wisconsin 
... the new Hob Nob, with its dis- 
tinctive dining deck. 

In the Hob Nob kitchen are modern Toledos to 
rovide work-saving efficiency step by step in 
ood service operations. Installed here are a 

Toledo Door-Type Dishwasher to streamline the 

washing and rinsing of dishes . . . a Toledo Slicer 

with illuminated platter and gravity-feed, plus new 


ease and safety in cleaning .. . a Toledo Power . 


Meat Saw designed for safe and s y operation, 
ease of cleaning . . . and a Toledo Potato Peeler 


with efficient “double action”’ peeling. 


Write for further information concerning the 
Toledo Line, offering a complete selection of 
Toledo Dishwashers, Food Machines and Dis- 
posers for all restaurant requirements. 


SLICER... conveniently located for slicing meat, 


cucumbers, tomatoes, and other foods. 


TOLEDO SCALE COMPANY 
Kitchen Machine Division, 245 Hollenbeck St., Rochester, N. Y. 


> 


| 
‘ 
. 
| 
| 
4 
3 4 — 
if ef 
= 
| 
| 
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5. 


Bacon 
Raisin toast 


te ts 
| 


24. 


. Ceonsemme . 
. Seltines 
. vied chicken (1155) 


Brolled chicken 

Baked potato 

Baked potato 

Fresh spinach 

Fresh spinach 

Apricet au natural salad 
Cream mayonna 
Checeolate chip ice cream 


. Chocolate chip ice cream 
. Raspberry ice 

. Half grapefruit 

. Grapefruit juice 


. Cream of pea soup 
. Criap erackers 


Fluffy cheese-rice omelet 
(t102) 


. Fluffy cheese-rice omelet 
. Cottage cheese on lettuce 
. Noodles (omit on Soft 


Diet) 


. Green beans 

. Sileed orange salad 

. Partesian dressing 

. Amgel feod enke (1275) 
. Canned peaches—ange!l 


food cake 


. Chocolate rennet-custard 
. Unsweetened canned pear 
. Cranberry juice 


Bread 


January 23 


| SO OW OO +) 


25. 


| 


. Grapefruit 
. Grapefruit juice 


Bran flakes or farina 


. Mushroom beoullion 


Whole wheat wafers 
Ment leaf (1127) 
Meat pattie 


. Senlleped potatoes 


Parsley potatoes 

Paprika caulifiower 
Julienne carrots 

Pear and stuffed date salnd 
Mayonnaise 

Apple cheese crisp (1347) 
ao cheese crisp 
Pineapple whi 


. Minted fresh cup 
. Limeade 

. Malligatawny soup (144) 

. Saitines 

. Het pork sandwich—peans 


in mashed potato nests 
Minced turkey casserole 
with potato topping— 


peas 
. Hot sliced turkey 
. Riced potatoes (omit on 


Soft Diet) 


4 Celery hearts and radishes 


Fresh pineapple cupenkes 
. Pear in lime gelatin 

. Lime gelatin cubes 

. Fresh pear 

. Mixed fruit juice 


January 24 


1, 
2. 


Biended citrus juice 
Blended citrus juice 


5. Brown granular wheat 


4, 
5. 
6. 
7. 
8. 
10 
11 


cereal or crisp rice cereal 
Scrambled 
Bacon 
Tonst 


Julienne vegetable soup 
Baked breaded weal cutilet 


. Baked liver 
. Petatees with parsicy 


. Sliced beets 
. Carelina salad 


cabbage and ra 
(t212) 


. Sour cream dressing 


Custard pie 


. Peach floating island 
. Whipped lemon gelatin 
. Uneweetened canned 


apricots 
Orange juice 


. Cream of carret seup 


. Melba t 


oant 
nish ment balla (1125) 
eat and rice balis, tomato 
puree sauce 


. Cold roast lamb 

. Baked sweet potato 

. Fresh spinach 

. Tamgerine and grapefruit 
salad 


dressing 
. Crackers, cream cheese, 


guava jelly 


. Applesauce 
. Floating island 
. Unsweetened Royal Anne 


cherries 


. Cranberry juice 
. Het rotis 


January 25 


. Siieed oranges 


Orange juice 
Wheat fakes or oatmeal! 


. Seft cooked 
. Grilled ham 


Raisin bread toast 


7. Tematoc boutlion 


“AA Vide SS 


. Saltines 


Turkey creole 


. Roast turkey 


Steamed rice 
Steamed rice 
Asparagus tips 
Asparagus tips 
Frozen fruit salad 


. Cheecelate cake squares 


(1262) with mocha icing 
(1280) 


. Chocolate cake squares 
. Mocha sponge 

. Grapefruit sections 

. Grapefruit juice 


Oyster bisque (145) 
Oyster crackers 
Meat ensserole (1143) 


. Cottage cheese on lettuce 


Cottage cheese on lettuce 


. Stuffed baked potatoes 
. Quartered carrots 
. Celery sticks 


1. Canned boysenberrice« 

. Canned fruit cup 

. Baked custard 

. Unsweetned fruit cocktail 

. Fruttade 

. Butterscotch pecan biscults 
(165) 


wis 


. Grapefruit juice 
. Grapefruit juice 


Hominy or wheat and 
barley kernels. 


. Peached exe (omit on 


Normal Diet) 
Link sausages 


. French toast with syrup 


. Consomme 


Crisp crackers 

Reast leg of lamb 
Roast leg of lamb 

French fried potatoes 
Paprika potato balls 
Tomatoes and pear! onion« 
Mashed squash 

Tossed green salad 


. Vimegar-otl dreasing 
. Chttied pear half with 


eranberry sherbet 


. Chilled pear half with 


custard sauce 


. Cranberry sherbet 


(no cream) 


. Delicious apple 
. Orange juice 


. Chieken soup (140) 


23. Saltines 


. Sweet petate and apple 


leop—Canadian bacon 


sen 
(7116) 


. Creamed chicken and 


noodles—green peas 


. Baked veal chop—ereen 
peas 

. Noodles (omit on Soft Diet) 

and green pepper 


. Soeur cream dressing 
. Baked custard 

. Canned peaches 

. Baked custard 

. Uneweetened canned 


peaches 


. Pear nectar 
. Bread 


t Arabic numerals page on which may be 
pes,” by Margaret 


found in rge 
Philadeiphia. J. B. 


ppincott, $7. 


E. Terrell, 


January 27 

. Stewed fruit compote 

. Blended citrus juice 

Cern flakes or rolled wheat 
. Seramblied exe 

Bacon 

Toast 


. Spring soup (152) 
. Saltines 
Haddock fillets 
Baked haddock 
. Mashed potatoes 
Cubed potatoes 
Green Lima beans 
Chopped spinach 
. Pineapple and cottage 
cheese salad (1220) 


Banana shortcake with 

whipped cream (1351) 

. Grape sponge with 
whipped cream 

19. Grape sponge 

20. Unsweetened fruit compote 

21. Grapefruit juice 


22. Rhode Island clam chowder 
(137) 


23. Oyster crackers 


24. Fruit salad—cream 


sandwich 
25. Omelet—sliced beets 
26. Omelet—sliced beets 
27. Baked potato 


29. Raw vegetable relish plate 


31. Baked cherry rhubarb— 

peanut butter cookies 
(1284) 

32. Banana and orange cup 

33. Vanilla blanc mange with 
apricot nectar 

24. Banana and orange cup 

35. Pineapple juice 


January 28 

. Orange halwes 

Orange juice 

Oatmeal or puffed wheat 
Seft cooked exe 


acon 
. Whele wheat date muffins 


Beef noodle soup 

Crisp crackers 

Pot roast of beef 

Pot roast of beef 

Mashed potatoes 

Riced potatoes 

Turnip greens 

. Sliced carrots 

Grapefruit and cranberry 
salad 


Vide 


. Pleating island (1339) 
Floating island 

. Lime gelatin 

. Fresh pineapple 

. Tomato juice 


OW 


22. Split pea soup (146) 

23. Creuteons 

24. Shepherd's pie 

25. Lamb patties 

26. Lamb patties 

27. Whipped potatoes 

28. Green beans 

29. Tomato salad 

50. French dressing 

31. Peach cobbler (1354) 

32. Canned peeled apricots 

23. Whipped jello 

34. Uneweetened canned 
apricots 

55. Apple juice 

36. Bread 


nana 
Blended fruit juice 
Shredded wheat or farina 
Serambled 
Link sausages 
Coffee cake (174) 


PPS 


. Consomme 

Saltines 

. Baked Virginia ham (1146) 
. Roast chicken 

. Mashed potatoes 

Riced potatoes 

Green peas 

Green peas 

Walderf salad (1215) 


Strawberry ice cream 

Raspberry ice 

Raspberry ice 

Unsweetened canned 
cherries 

. Grapefruit juice 


| 


Onten-tomate soup. 


°S. Ortep crackers 


. Assorted cold cuts— 


marinated cooked 
vegetable salad 


. Minced beef sandwich— 


on tender 


Cola beef—hot 
beets 


Spinach 
| Stuffed celery 
Sponge whipped 


cream ( 


. Sliced banana in apricot 


nectar 


. Baked custard 

. Fresh pineapple 
. Mixed fruit juice 
. Rye bread 


January 30 


. Orange juice 
. Orange juice 


Brown granular wheat 
cereal or corn fla 

Poached 

Grilled ham 

Toast 


Beef bouillon (129) 


to 


22. 


. Saltines 
. Asparagus on toast with 


Crisp crackers 


. Veal birds with mushroom 


sauce (1152) 
Baked veal steak 
Sealloped potatoes 
Noodles 


Glazed carrots 


Sliced carrots 

Perfection salad (1224) 

Horse-radish 
dressing (1240 


. Caramel pecan ais (4313) 
. Canned fruit gelatin 

. Strawberry gelatin 

. Unsweetened canned fruit 


co 


cktail 
Blended. citrus juice 


Chicken giblet soup with 
rice (130) 


cheese sau con atop 


. Welsh rarebit on toast— 


bacon atop—asparagus 


. Beef 
. Bake 


; Grapefruit and red apple 


potato 


anind (1214) 


. French dressing 

. Prune (4360) 

. Prune whip 

. Raspberrv rennet-custard 
. Unsweetened canned plums 
. Pineapple juice 


Bread 


January 31 


. Blended citrus lice 
. Blended citrus juice 


Wheat flakes or ocatmen! 
Soft cooked 


. Bacon 


Corn muffins (165) 


Swoon 


. Temate bouillon 
. Melba teast 


Braised liver 

Broiled liver 

Paprika potatoes 

Paprika potatoes 

Fried egapliant 

Spinach with lemon 

Head lettuce salad 

Savory dressing (1243) 

Applesauce cake with 
lemon icing (1260) 


. Pineapple — with 


custard sauc 


. Pineapple whis (1367) 
Unsweetened canned 


peaches 


, 21. Orange juice 


‘ 22. Lentil soup (142) 
Cris 


p crackers 


Turkey-macaroni 


casserole 


. Turkey-macaroni 


casserole 


. Hot sliced turkey—- 


__ whipped potatoes 


Diced yellow squash 
. Cabbage, carrot and green 


pepper salad 


. Tarragon dressing 
. Presh fruit cup—corn fake 


macaroons (1293) 


. Baked apple tapioca (1350) 
. Soft custard 

. Unsweetened canned pears 
. Cherry nectar 

. Ontmean! roti« 
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Carnation représehtatives 


check “date-ceded” retail stocks of 
Carnation Evaporated Milk, 


0 final step of the continuous control from 
farm tofonsumer that assures 


_-constant high quality and uniformity. 


Camation 
warrants 


protects your recommendation << 


ERO 


DECEMBER 1955, VOL. 29 


¥ 
| 
= 
t. 


What it's Like 
-to Work in a Hospital 


Tue AND TAKE In HospITats; A 
Srupy or HuMAN ORGANIZATION. 
Temple Burling, M.D., Edith M. 
Lentz and Robert N. Wilson. New 
York, Putnam, 1955. $4.75 


This report on research initi- 


ated by the American Hospital 


Association and conducted by the 
Cornell University School of In- 
dustrial Relations is aimed at 
clarifying the problems of super- 
visory training and employee mo- 
tivation in the hospital. By all 
odds, it is the most substantial 
contribution of our day to this 
ancient but relatively unexplored 
area of administration. 

Throughout the hospital there 
has been a long and insistent cry 
for greater understanding. Nurses 
want understanding from the phy- 
sician, the administrator and all 
other hospital personnel. Hospital 
engineers, too, feel that others in 
the hospital plant do not fully 
comprehend their working prob- 
lems. And hospital administrators 
repeatedly stress this need for un- 
derstanding by physicians, hos- 
pital personnel and their board, 
not only of the administrator’s 
immediate problems but funda- 
mentally of the whole operation 
of the hospital. Finally, all in the 
hospital field continually talk 
about the need for public know!l- 
edge of the complexities of nospital 
administration. 

To reach the core of such 
needed knowledge, the study staff 
from Cornell has spent many man 
hours in each department of the 
hospital, talking to the individual 


hospital employee at all levels and 


to board members and physicians. 
With this broad range of informa- 
tion they have written a report 
which gives all of those concerned 
in any way with the hospital a 
clear conception of what it is like 
to work there and what some of 
the problems are that confront 


those involved with hospital serv- 
ice. | 
Thus, this book will certainly 
enlighten everyone who reads it, 
whether the reader is an experi- 
enced hospital administrator or the 
newest member of the women’s 
hospital auxiliary. It should be 
broadly read by laymen interested 
in the hospital, by hospital board 
members and staff and physicians. 
The net result will be greater co- 
Operation among all the groups 
concerned with care of the pa- 
tient. 

Certainly this study report be- 
comes an important teaching re- 
source for all the schools which 
prepare people for work in the 
hospital — schools of medicine, 
nursing, hospital administration 


other paramedical specialties. 


It should also be valuable in the 
schools of public health and for 
other groups, such as Blue Cross 
Plans, having programs related to 
the hospital. 

This report, obviously, can offer 
no quick solution to better hos- 
pital operation. But it does point 
toward refinements in our work- 
ing together to continually im- 
prove the care of sick people. It 
is a volume which the hospital 
field has awaited for a long, long 
time.—GEORGE BUGBEE, ‘President, 
Health Information Foundation. 


The year’s end again offers the 


opportunity to review Library 


acquisitions of the past twelve 
months. The following list of fifty 
titles was chosen to show the scope 
of the Library’s collection and to 
remind the reader of the complex- 
ity and breadth of hospital admin- 
istration. 

Some of the titles have merited 
reviews in “The Literature” sec- 
tion; a complete listing of books 


reviewed in 1955 will be found 


under “Book Reviews” in the an- 
nual index in this issue. 

Three titles of this year’s 50 dio 
not fit the arbitrary classification 
by which the other titles are 
grouped: 

Financing Hospital Care in the United 
States. Commission on Financing of — 
Hospital Care. New York, Blakis- 
ton Co., 1954. 3 vols. $9.85. 
American Men of Science. Jaques — 
Cattell, editor. 9th ed. New York, 
Bowker, 1955. v.1, $12.75. 
A History of Medicine. Ralph H. Ma- 
jor. Springfield, I1l., Thomas, 1954. 
2 v. $14.50. 

| PERSONS: PERSONNEL, 

TRUSTEES AND VOLUNTEERS 

Activities in Nursing Homes; Hand- 
book for Volunteers. Kansas State 
Dept. of Social Welfare. Topeka, 


‘The Dept., 1955. 73 1. 


How to Work with Your Board and 
Committees. Louis H. Blumenthal. 
New York, Association Press. 1954. 
64 pp. $1.00. 

Human Relations in Sian. Way- 
land J. Hayes and Rena Gazaway. 
Philadelphia, Saunders, 1955. 471 
pp. $4.50. 

The Operating Room Supervisor at 
Work. Edna A. Prickett. New York, 
National League for Nursing, 1955. 
112 pp. $1.50. 

Patterns of Patient Care; Some Studies 
of the Utilization of Nursing Service 
Personnel. Frances L. George. New 
York, Macmillan, 1955. 266 pp. 


$4.50. 


The Practical Nurse and Her Piatens. 
Fern A. Goulding and Hilda M. 
Torrop. Philadelphia, Lippincott, | 
1955. 326 pp. $4.25. | 
Retirement of Employees. National 
Industrial Conference Board. New 
York, The Board, 1955. 48 pp. $2. 
A Survey of the Organizational Struc- 
tures and the Practices of Faculty Meet- 
ings in One Hundred and Twenty 
Schools of Nursing. Esther M. Lon- 
ganecker. St. Louis, 1954. 71 1. 

The Techniques of Supervision. A)- 
fred R. Lateiner. New London, 


HOSPITALS 


| 
{ 
‘ 


TILE—for a long life and a happy one 


Where you need a material which will serve you well with a minimum of upkeep, you 
need American-Olean ceramic tile. 


A-O Tile withstands hard use and frequent scourings with harsh disinfectants. Surveys 
show that ceramic tile walls cost less to clean than other surfaces, and they free you 
from the nuisance and expense of repainting and refinishing. 


On floors, neither constant traffic nor greasy spill-overs will wear out ceramic tile. 
Heavy equipment will not mar or indent it. It needs no more than a swish with a 
fast-moving mop to keep it sparkling clean. 


You can be sure that American-Olean Tile will have a long life and a happy one in 
your building, whether it is new or being remodeled! 


THE SPECIFICATIONS: Color Plote 340. 

Kitchen, lake High School, Salisbury, Md. 

Edwin Wilson Booth, Architect. 

lower Walls: 14 Spring Green. Upper Walls: 

11 Ivory. Cop and Base: 57 Forest Green. Floor: 

Block Random Pattern, Medium Green. 
Executive Offices: Cannon Avenue, Lansdale, Pennsylvania 
Factories: Lonsdale, Pennsylvania « Olean, New York 


3 Member: Tile Council of America 


 American-Olean Tile Co. | 
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American-Olean Tile Company 
1117 Cannon Avenue, Lansdale, Pennsylvania 

Please send me, without obligation, the following free literature ; 

|_| Felder 500: General information, Conduct-O-Tile. 

_| Felder 501: Technical deta, specifications, and installation, Conduct-O-Tile. 
Booklet 600: Tile for Hospitals. 


BOOKLET 600 

—just off the press, contains color photographs of a 
wide range of actyal tile installations in hospitals. 

it gives you practical ideas which can be adapted to 
fit your own plans, whether you are remodeling or 
considering a new building. This booklet, too, 

is free. Send for it today! 


FOR OPERATING ROOMS—AMERICAN-OLEAN CONDUCT-O-TILE® 


new 
measure of safety 
with TILE 


Explosion of anesthetic gases is one of the most feared of 
operating room hazards. Floors of American-Olean’s new 
Conduct-O-Tile prevent the chief cause of such explosions by 
dissipating dangerous charges of static electricity. 
Conduct-O-Tile floors are recommended not only for the 
operating room itself, but also for adjacent rooms and corridors, 
for delivery rooms, and for the areas in which anesthetics _ 
are stored. | 

Conduct-O-Tile is a vitreous ceramic tile, and is permanently 
conductive. It needs no waxing or other special treatment. 
There is no free carbon to bleed out and be tracked 

into other areas. 

American-Olean Tile Company has prepared two bulletins 
dealing with Conduct-O-Tile. Folder 500 gives further general 
information about its performance, and Folder 501 supplies 
technical details, specifications, and installation instructions. Both 
are free—write for them today, using the coupon below. 
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Hospital 
Address 
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Conn., National Foremen’s Insti- 
tute, 1954. 207 pp. $4.00. 


Techniques that Produce Teamwork. | 


Warren H. Schmidt and Paul Bu- 
chanan. New London, Conn., A. C. 
Croft, 1954. 75 pp. $2.50. 

W orking in a Mental Hospital; a Guide 
for Ward Personnel. National Asso- 
ciation for Mental Health. New 
York, The Association, 1955. 86 pp. 

$.50. 


PLACES: HEALTH FACILITIES 
Hospital Planning Requirements. Guy 
Aldis. London, Sir Isaac Pitman, 
1954. 257 pp. $11.90. 
Improvised Hospitals. U.S. Federal 


Civil ‘Defense Administration. 


Washington, 1954. Mimeographed. 
60 pp. 

The Rural Hospital; Its Structure and 
Organization. R. F. Bridgman. Gen- 
eva, World Health Organization, 
1955. 162 pp. $4.00. 

A Survey of Union Health Centers. 
American Medical Association. 
Chicago, The Association, 1954. 
46 pp. 


THINGS: MANUALS, 
HANDBOOKS AND TEXTS 


Anesthesiology Handbook. American 
Society of Anesthesiologists. Chi- 
cago, The Society, 1955. 64 pp. 
Basic Medical Terms and Techniques 
Simplified. Minnie I. Paddock. Chi- 
Cago, American Technical Society, 
1955. 148 pp. $3.50. 

The Hospital Formulary of Selected 
Drugs. Don E. Franke. Ann Arbor, 
Mich., University Hospital 1954. 
759 pp. $5. 

‘Fundraising Made Easy. Edwin Ss. 
Newman and Leo J. Margolin. New 
York, Oceana Publications, 1954. 
158 pp. $2.50. 

A Guide for Hospital Administration 
Training Programs in Public Health 
Service Hospitals. U.S. Public Health 
Service. Washington, 1952. 42 pp. 
Hospital Emergency Defense. Robert 
McGrath. Chicago, Chicago Civil 
Defense Corps, 1955. 26 pp. 

How to Become a Better Reader. Paul 
Witty. Chicago, Science Research 
Associates, 1953. 304 pp. $5.00. 
Indexing Your Book; a _ Practical 
Guide for Authors. Sina Spiker. 
Madison. University of Wisconsin 
Press, 1954. 28 pp. $.50. 
Introduction to Operating-Room Tech- 
nique. Edna C. Berry and Mary 


Louise Kohn. New York, McGraw- | 


Hill, 1955. 154 pp. $4.00. 
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Manual for Georgia Hospitals in Civil 
Defense. Georgia Dept. of Public 
Health. Atlanta, 1954. 45 pp. 
Manual of Hospital Purchasing and 
Inventory Control. E. C. Wolf. 
Minneapolis, Burgess, 1955. 143 pp. 
$4.00. 

Nomenclature and Criteria for Diag- 
nosis of Diseases of the Heart and 
Blood Vessels. 5th ed. New York 
Heart Association, Inc. New York, 
1953. 359 pp. $4.55. 

Nutrition and Diet Therapy. Fairfax 
T. Proudfit and Corinne H. Robin- 
son. llth ed. New York, Macmil- 
lan, 1955. 859 pp. $5.25. 
Organization and Administration of 
Blood Banks, American Association 
of Blood Banks. Dallas, The Asso- 
ciation, 1954. 114 pp. $4.00. 

Plain Letters. U.S. National Archives 
and Records Service. Records Man- 
agement Division. Washington, 
Government Printing Office, 1955. 
47 pp. $.30. 


ETHICS, MORALS AND RELIGION 


A Guide for Conduct of Radiologists 
in Relationships with Institutions. 
American College of Radiology. 
Chicago, The College, 1955. 23 pp. 
Morals and Medicine. Joseph F. 
Fletcher. Princeton, N.J., Prince- 
ton University Press, 1954. 253 pp. 
$4.50. 

Patron Saints of Catholic Hospitals. 
Catholic Hospital Association. St. 
Louis, Mo., The Association, 1955. 


31 pp. 
HEALTH AND WELFARE 


Digest of One-Hundred Selected Health 
and Insurance Plans under Collective 
Bargaining, 1954. U.S. Dept. of 
Labor, Bureau of Labor Statistics. 
Washington, U.S. Government 
Printing Office, 1955. 208 pp. $1.00. 
Expanding Horizons in Medical So- 


_ cial Work. Dora Goldstine, ed. Chi- 


cago, University of Chicago Press, 
1955. 274 pp. $5.00. 

Fact Book on Aging. U.S. Federal 
Security Agency. Washington, U.S. 
Government Printing Office, 1952. 
62 pp. $.30. 

Grant and Award Programs. U.S. 
National Institutes of Health. Be- 
thesda, Md., 1955. 22 pp. 

Infant Care. U.S. Children’s Bureau. 
Washington, U.S. Government 
Printing Office, 1955. 106 pp. $.15. 
An Inventory of Social and Economic 
Research in Health. Health Informa- 
tion Foundation. New York, The 


Foundation, 1955. 266 pp. 


A Model State Medico-Legal Investiga- 
tive System. National Municipal 
League. 2d ed. New York, The 
League, 1954. 40 pp. $.50. 

Needed Research in Health and Med- 
ical Care. Cecil G. Sheps. Chapel 
Hill, University of North Carolina 
Press, 1954. 216 pp. $5.00. 

A Study of Multiple Screening; De- 
scriptive Data on 33 Screening Sur- 
veys. American Medical Associa- 
tion, Council on Medical Service. 
Chicago, 1955. 91 pp. 


Studying Your Community. Roland - 


L. Warren. New York, Russell 
Sage Foundation, 1955. 385 pp. 
$3.00. 

Suburbanitis; a Growing Problem for 
Social Welfare. Community Chests 
and Councils of America. New 
York, The Chests, 1954. 20 1. 


MORBIDITY AND MORTALITY 


Age and Sex Distribution of Hospital 
Patients. Frank G. Dickinson. Chi- 
cago, American Medical Associa- 
tion, 1955..24 pp. 

Mortality from Each Cause, United 
States, 1951-53. U.S. National Office 
of Vital Statistics. Washington, 
U.S. Government Printing Office, 
1955. 

Sickness Experience in Selected Areas 
of the United States. Selwyn OD. 
Collins and others. Washington, 
U.S. Government Printing Office, 
1955. 96 pp. $.50. 


Large-scale buying 


GOVERNMENT PURCHASING AND COM- 
PETITION. Dickson Reck. Berkeley, 
University of California Press, 
1954. 215 pp. $4. 

This study is based on the con- 


cept that large-scale buyers, such 
as governments, institutions and 
large industrial and commercial 
firms, can substantially improve 
the effectiveness of their purchas- 
ing policies by using better meth- 
ods of specifying products, invit- 
ing bids, evaluating quality and 
price and awarding contracts. 
Although the book deals with 
government purchasing, which 
does limit its application to hos- 
pitals somewhat, there is still 
much of value in it for large-scale 
buyers. Certainly many of the 
practices are not applicable, but 
these can be modified and used as 
a guide by the individual hos- 
pital—JoserpH A. WILLIAMSON, 
assistant secretary, Council on 
Administrative Practice. 
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66 DETERMINING THE scope of 

occupational therapy,” writes 
Henrietta McNary,’ “the types of 
human problems and the range of 
activities that might be helpful in 
these problems must be consid- 
ered. The numberless procedures 
that may be useful therapeutically 
make the field boundless except as 


it is limited by the need to direct _ 


the undertaking specifically toward 
the solution of the problems of the 
individual patient . . . The activity, 
as we all know, is secondary, and 
is used as a means to an end.” 

Activity is the means. Most of 
our activities require equipment 
and supplies. Items must be pur- 
chased, and there lies one of our 
most vital administrative functions 
—purchasing. 

Purchasing is a rather formal 
term when it refers to the procure- 
ment of occupational therapy sup- 
plies and equipment. We deal with 
color and texture; with lumber, 
leather, silver and copper; with 
paints, brushes and tools. Then, too, 
most occupational therapists are 
women. Women are said to love to 
shop, so one might suppose most 
of us would enjoy purchasing. 
We don't. 

This means perhaps we should 
ask ourselves some questions. For 
example, is our attitude wrong? 
Are we uncertain of what we are 


doing? Have we ever taken enough - 


time to initiate a workable pur- 
chasing system? It might be well 
to review some of the basic facts 
and methods of purchasing. 


is chief of the 
Section Walter Reed Arm 
ngton, D. C. This article is 
by the author 


eri ospital Associa- 

tion Institute for Occupational Therapists. 

1. Willard, Helen, and Clare, 
Princtples of Therapy. 
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purchasing for 
occupational therapy 


MAJOR RUTH A. ROBINSON, AMSC 


Let’s start off by assuming that 
you already have submitted your 
estimated budget. After a _ suit- 
able lapse of time, you are in- 


formed of approximately how 


much money your department will 
be allocated for the fiscal year. We 
will further assume that this 
amount may fluctuate during the 
year with the size of your patient 
load, and that you will order peri- 
odically rather than continuously. 
Quarterly requisitions are by far 
the most satisfactory if you can 
manage such an arrangement. Pe- 
riodic purchasing is economically 
sound since it encourages—in fact, 
demands—good planning. It elimi- 
nates a good deal of the clerical 
work and permits quantity buying 
with those ever-welcome  dis- 
counts. 


Your hospital probably has a 


purchasing agent, and your requi- 


sitions are submitted to him for 
necessary action. He may be hesi- 
tant about purchasing occupational 
therapy supplies since he knows 
nothing about them, but keep in 
mind that it is your responsibility 
to inform him. Since you are a 
specialist in your field, he will re- 
spect your knowledge and judg- 
ment. In time, he will learn from 
you and you from him. Remem- 
ber, he is there to help you, not to 
hinder you; he can be one of the 


best friends you have in the hos- 


pital. 

The first thing you should do is 
to resurvey your equipment. Nat- 
urally, when you estimated the 
budget you considered new pieces 
of equipment needed by the de- 
partment, as well as the cost of 
items that will need to be replaced 
during the year. You took into ac- 
count the policy of your hospital 


on the purchase of replacement 
parts—whether these are bought 
from the general maintenance fund 
or from funds allocated to the de- 
partment. 

After you have determined what 
equipment you will need, select 
those items most urgently needed 
and plan to purchase them first. 
You should try not to use more 
than one-fourth of the amount you 
estimated for the year. That way, 
you order only what you actually 
must have. And your needs prob- 
ably will change: if you do not 
plunge all at once, you will still 
have funds available. Naturally, 
this does not hold witha large, 
one-item purchase. Determination 
of what is a “large’’ purchase de- 
pends on the size of your budget— 
perhaps 10 per cent of a good sized 
budget, 20 es cent of a small 
budget. 

Supplies are next for considera- 
tion. With the purchasing agent, 
you have checked the list of gen-- 
eral items used in the hospital 
which are needed by your depart- 
ment. You have informed him 


what and how much you will need 


through the year. 

Now, at last, you may consider 
those items used only in occupa- 
tional therapy. You know your 
case load, the types of diagnoses 
you treat and the activities you 
have. You know the types of ma- 
terials you need, the colors and the 
amounts you use. If you cannot tell 
from your records how much of 
each item was purchased during 
the past two years, what the cost 
was, how much you used and how 
much you still have on hand, you 
had better get busy. (Incidentally, 
to get the amount on hand just 
count what is left—for operations 
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| * A. S. ALOE COMPANY- 
1831 Olive St., St. Louis 3, Mo. ° 
YOU'LL WANT THIS! : 
Street. 
ee Prepared by recognized specialists in equipment selection for the 
a modern nursery. Itemizes equipment for both nursery and formula 
Ss rooms. Lists and illustrates with diagrams and floor plans every a 
Py piece of equipment you'll need to modernize your nursery. Gives + 
= minimum equipment requirements; describes desirable features 
— of recommended units. To request your copy just fill out and 
2 return coupon above or jot a note on your hospital letterhead, 
= | 
~ 
| 
A. S. ALOE COMPANY — serree Hospital EQUIPMENT FOR 


OLIVE STREET, ST. LouIs 3, missouRt + LOS ANGELES + PHOENIX + SAN FRANCISCO + SEATTLE + DENVER 
«KANSAS CITY DALLAS NEW ORLEANS + ATLANTA MIAMI WASHINGTON. D.C | 
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the size of most occupational ther- 
apy departments, it’s quicker than 
keeping a running inventory.) 


RECORDS SHOULD BE SIMPLE 


Working records of this type are 


simple to keep and make the path 
smoother. A simple file card, even 
kept in pencil, will do the trick. 
The card should be headed with 
the item (for filing), then the 
specification, date the requisition 
was placed, suggested vendor, 
amount ordered, estimated cost per 
unit and the total cost. These 
should be followed by the date the 


item was received, the final unit . 


cost (fluctuating market) and the 
firm from which the purchase was 
actually made. 

Now that you know what you’re 
going to order, the time has come 


to submit your requisitions. You 


follow the procedures established 
by your hOspital, of course. Your 
friend the purchasing agent will 
be pleased to assist you if difficul- 
ties arise. He has visited your de- 


partment, he knows your prob- - 


lems, he knows you must receive 
the items as specified. You under- 
stand his problems and the estab- 
lished policies as regards such 
points as ordering by brand name 
or securing bids. Let us hope that 
bids are required except in a few 
instances of proved merchandise, 
since bidding saves money. 


WRITE GOOD SPECIFICATIONS 


Next comes the matter of speci- 
fication writing. You must really 
know what it is you want, and 
even so it takes time to write good 
specifications. Yet here is the basis 
of a good supply system. It de- 
mands that you shop, read and 
keep abreast of new items, changes 
in tried items, and market trends. 

What is a good specification? It 
tells anyone familiar with a par- 
ticular category of item the ma- 
terial, quality, type, size and color 
you wish to purchase. How do you 
get this information? By visiting 
local dealers, studying catalogs, 
reading trade publications and, of 
course, through experience. Deal- 
ers will be happy to help you. They 
are in business and helping you 
creates good will. 

Let us consider a few sample 
items and their specifications: 

Leather Belts. If you wish to 


purchase belt lengths suitable for 
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carving, tooling and lacing, you 
must be sure that the leather will 
carve, tool and that not too much 
effort is required for punching. 
You must determine the length and 
width you want, the colors, the 
weight, the type of dye, the finish. 
Below are two specifications; one 
will bring an unwelcome surprise 
and one will result in the arrival 
of what I think you want. 

Poor—Belt blanks, leather, 1” 
wide, random lengths, 7-8 oz., suit- 
able for carving. . 

Goop—Belt blanks, leather, 1” 
wide, random lengths, 7-8 oz., nat- 
ural, dull finish, belt flesh, for tool- 
ing and carving. 

Paint Brushes. If you wish to 
purchase brushes suitable for work 
with oils it behooves you to learn 
a little about them. Remember that 
they come in various shapes— 
“brights,” which are flat and thin 
with short bristles arranged in a 
square edge; “flats,” which are 
similar to “brights” but thicker 
and with longer bristles, and 
“rounds,” the same length as 
“flats” but perfectly round with a 
pointed tip. 

Remember, too, that there are 
two series of sizes, the smaller 


. series often known as the “French” 
series. In general, French sizes are 


about one-half regular sizes. They 
run from 1 to 24 instead of 1 to 12. 
And brushes, like everything else, 
come in a number of grades. They 
come in bristle, red sable, Russian 
sable, ox hair and badger: 

Poor—Brushes, white bristles, 
for oil painting, size #1, rounds. 

Goop—Brushes, white bristle, 
for oil painting, rounds, French 
size #2, bristle length 42”, fair 
quality bristle in tin ferrules on 
long, plain white handle. Quality 
equal to... 

We could find many such illus- 
trations, but these will serve to 
point out the need for care and ac- 
curacy if you are to get what you 
want. If you’re not willing to spend 
time and effort before writing a 
new specification, you will always 


have trouble. Once it has been used 


and the item received has proved 
satisfactory you can continue to 
use the same specification each 
time you order. 7 | 

You should make it clear to the 
purchasing agent that you must 
inspect all items before they are 
accepted to insure that the order 


has been filled correctly. Make it 
clear that you reserve the right to 
refuse unsatisfactory items. If one 
or a few 25-cent items arrive and 
are not what you thought you or- 
dered, however, accept them. It 
costs too much to return them— 
just write a better specification 
next time. 


AND OTHER MATTERS 


In discussing these elementary 
steps, we have not gone into spe- 


cific items you will order. I know . 


you all realize the importance of 
buying good equipment, planning 
purchases with care and discretion 
and. keeping alert to new ideas, 
materials and equipment. These 
alone probably will do you fairly 
well, but there are still a few other 
points I feel we should consider. 


ROLE OF THE THERAPIST 


A good purchasing system per- 
mits determination of the items to 
be purchased by those immediately 
concerned with their use. It is de- 
signed to eliminate duplication of 


effort, to simplify administrative 


work of the professional staff and 
to enforce good planning and wise 
utilization of funds. If the occupa- 


tional therapist does the actual 


purchasing, she must sacrifice too 
much time to it; this is time she 
can spend to better advantage in 
professional duties. She must con- 
trol what and how much is or- 
dered, however, and have the au- 
thority to refuse improperly filled 
orders. 


PURCHASING ROUTINES 


In our discussion we have as- 
sumed that routines of the hospital 
will be followed or modified to 
meet the needs of occupational 
therapy. The items purchased will 
change, as will the amounts, but 
the structure should remain stable. 

Records must be kept to serve as 
a guide to plan by and to use in 
estimating the budget. These rec- 


_ ords should apply to all items used, 


including general items procured 
for the hospital as a whole. You 
should attempt to keep track of 
the actual cost of supplies and 
equipment. It should be possible to 
obtain such cost figures from your 
bookkeeper, comptroller or pur- 
chasing agent. ee 


I cannot stress this too strongly. 


It is important for you to be able 
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to calculate the average cost of a 
treatment. This necessarily includes 
salaries, supplies, equipment, 
maintenance of equipment and 
physical plant, heat, light, water. 
Many administrators still think of 
occupational therapy as a luxury, 
and only through records such as 
these can we show without a doubt 
that this service is within reach of 
the average hospital budget. 


DONATIONS 


It should be pointed out to your 
hospital administrator that occu- 


pational therapy cannot run on do- . 


nations. Sometimes they are wel- 
come; it all depends on what they 
are. If you must accept or even en- 
courage donations, the types of 
items you can use should be clearly 
‘outlined; and it must be under- 
_ stood that many items will always 
have to be purchased. If donations 


are. accepted, provision must be. 


made for cleaning such things as 
used wool, felt and burlap. You 
cannot have patients working with 
soiled materials unless there is a 
therapeutic reason for, and a learn- 
ing process in, cleaning or washing 
them for others to use.. 


MARK-UPS 


This is a difficult subject and one 
which we possibly might be tempt- 
ed to avoid; but since it is of inter- 
est to many of us, here goes. 

You should not try to contribute 
too much to the financing of your 
department through resale of ma- 
terials to patients. If you must do 
so, keep in mind the fact that it is 
always better to have the cost of a 
treatment cover the total cost and 
that the patient should be given 
materials needed for the treatment. 
If the patient is not able to pay for 
his hospitalization and occupa- 
tional therapy as prescribed, the 
cost of materials cannot enter into 
the picture. 

Here are a number of questions 

to consider: 
1. Which items should not have 
a mark-up but. should: be sold at 
cost? 

2. Which ones should have a 
mark-up? 

3. Which should be given to the 
patient? . 

4. How much should the mark- 
up be? 

5. Should fluctuation of prices be 
considered? 


DECEMBER 1955, VOL. 29 


6. Should the patient be permit- 
ted or encouraged to purchase his 
own materials? (Since we wish to 
control activity to insure that the 
patient does not work beyond his 


capacity, private purchasing prob- 


ably should be discouraged, espe- 
cially in the case of cardiac and tu- 
berculosis patients. ) 

One way to handle the mark-up 
problem is to use a small boost, 
perhaps 3 per cent, on all basic 
items, such as yarn, wood, plastic 
and leather. Give the patients the 
thread, varnish, leather dye, wax 


or sandpaper as they are needed. 

Another way is to put a mark-up 
only on those items where there is 
waste, such as metal, wood, leather 
and plastic. Then there is no mark- 
up on leather lacing, yarn, silver 
wire, fabrics and the like. 

A third way is to sell everything 
at cost and take losses on wood, 
leather, plastic. Then charge a 
minimal sum for small quantities 
of leather dye, shellac, wax, etc. 
Since you will purchase these 
items in large quantities, this can 
help to cover your losses. 3 


MISS PHOEBE 


“By gum, Phoebe, you're right! These lightweight 
E & J chairs will make this year’s job a breese!" 


NO. 10 IN A SERIES 


EVEREST &@ JENNINGS. INC., 


18OS PONTIVUS AVE., 


ka 


MERRY CHRISTMAS 
ie q FROM ALL THE GANG AT 
j EVEREST & JENNINGS, INC. 


LOS ANGELES 25. CALIF 
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GREATER SAFETY, 
RIVACY, EFFICIENCY... 


iow 


For NEW PRODUCTS! SPECIAL VALUES! 
BUYS OF THE MONTH! 
IT’S ON ITS WAY TO YOU NOW! 


NEW YORK CHICAGO e KANSAS CITY MINNEAPOLIS ATLANTA e 
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through hospital-tested, 
hospital-proved equipment 


Hospital personnel will be happy to know that they no longer need 
be plagued by cubicle curtains and safety sides that are unwieldy, difficult 
to handle, and always in the way. 

Continuing product research by American Hospital Supply has 
developed new TOMAC Cubicle Curtains and TOMAC Safety Sides that 
telescope conveniently and completely out of the way when not in use. 
They're lightweight—easy to operate—and ruggedly constructed for years of - 
service. They are proving to be a boon to hospital personnel and patients. 

These two outstanding products are successful examples of American 
Hospital Supply’s constant effort to ease the work of hospital staffs 
and to increase over-all efficiency. 

These two products carry the TOMAC symbol—and the TOMAC 
symbol is always your guarantee of the best equipment in the field. 


Telescopes to its full length ond folds flot 

against when not in use. Easily detached 

to be or stored. Strong, but slender, 
chromium unit. Linene curtains or Bates curtains convenient, yet ruggedly constructed. Specially — be stored of can be left on bed ready for - 
are available in five harmonious pastel stant use (either at side or behind bed). Rub- 
—white, rose, equa, gray, or ble. eds bumper prevents marring of walls. 


American Hospital Supply 
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Signaling device (12B-1) 


Manufacturer's Description: Signaling by « 


patients in oxygen tents is made 
safe with the development of a 


contactless, explosion-proof device. 
The locking button is constructed 
of non-conductive plastic, actuated 
with only slight hand pressure. 


X-ray motion pictures (12B-2) 

Manufacturer's Description: X-ray mo- 
tion pictures, known technically 
as cinefluorography, will soon 


make their commercial debut. 
This unit equipment was devel- 


oped and designed at the Uni- 


versity of Rochester Medical Cen- 
ter. 


The new apparatus has been 
designed for use with conventional 
x-ray equipment and can be used 
for taking pictures with the pa- 
tient seated, standing or lying 
down. The picture taking area 
is 15” x 15”. The device can be 
used with either 16 mm or 35 mm 
film and offers a speed range of 
3% to 30 frames per second. 

Heart of the device is the f/0.71 
lens, about 30 times faster than 
a newspaper photographer’s cam- 
era. An electronic triggering mech- 
anism which turns the 100,000 
to 130,000 volt x-rays on and off 
up to 30 times a second, in perfect 
synchronism with the motion pic- 
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ture camera, minimizing the x- 
ray dosage the patient receives. 
Up to now, there have been only 
a few hand-built x-ray motion 
picture cameras in the country, 


> To learn the names and addresses of manufacturers of products 
described in this review, check the appropriate items on this cou- 
pon, sign your name and address, clip and mail to the Editorial 
Department of HOSPITALS, 18 E. Division St., Chicago 10, Illinois. 


[] Please send my name direct to the manufacturer. 
[} Please send the name of the manufacturer to me. 
adding machines (128-12) 


Signaling device (128-1) 
motion pictures (12B-2) 
ulolding table units (12B-3) 
Mlastic sprinkler systems (128-4) 
dish dispenser {12B-5) 
uulNoniter scope (128-6) 
Patterned plastic dinnerware 

(128-7) 

Waterproof diaper (128-8) 

adie paging system {12B-9) 
Remote control for television 


12B-10) 
stapling mochine (128-11) 


NAME and TITLE 


_..lMylon bedpen (128-15) 
Hospital booklet rack ({12B-16) 


Tube flanging device (128-19) 
tube inserting 


_..Low-height mopping tank { 12B-13) 


_Under-counter dishwasher 
(128-18 


al-temperature hot water bottle 


(128-21) 


ADDRESS 


{Please type or print in pencil) 


While Hosprrats endeavors 
to eliminate extravagant claims 
made for any product appear- 
ing in this section, the state- 
ments printed have been made 
by the manufacturer and are 
brought to your attention only 
to keep you informed of new 
developments in the field. 


and the availability of this equip- 


_ment is expected to extend greatly 


clinical and research use of the 
technique. 


Folding table units (12B-3) 


Manufacturer's Description: A folding 
table-bench unit now available 
can be wheeled through most doors 
when folded and locked vertically 
into its own all steel, caster 
equipped carrier. The unit consists 
of two tables and four benches, 
each 12 feet long, with a total seat- 
ing capacity for 32 adults. 

_A 14-foot unit also is available, 
but this folds to seven feet and 


will not clear through some door 
openings. 


Plastic sprinkler systems (1 2B-4) 
Manufacturer's Description: What is said . 
to be one of the largest sprinkler 
systems in the West is being in- 
stalled in the grounds of the Por- 
terville (Calif.) State Hospital. 
Pipe is of tenite butyrate plastic. 
Lightness of weight, resistance to 
corrosion and ease of handling 
make its use economical. By means 
of butyrate plastic slip-sleeve 
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couplings and solvent cement, 
joints are made with a minimum 
of time and labor. Pipe sizes range 
from 3-inch for sprinkler lines to 
%-inch for the smallest feeder 
lines. 


Mobile dish dispenser (12B-5) 
Manufacturer's Description: A double- 


stack, mobile, self-leveling dis- 
penser is mounted on all-swivel 


casters. It can be quickly and easi- 
ly wheeled to any service position. 
Wrap-around bumpers insure pro- 
tection to dispenser and other 
equipment. Slide panel at bottom 
permits quick, easy cleaning. 


Monitor scope (12B-6) 


"Manufacturer's Description: A new con- 
cept of patient-nurse communica- 
tions combines the advantages of 
both sound and sight. With this 
‘unit a nurse at her station can 
view patients as she converses 
with them. Camera units installed 
in the rooms transmit images to 
the monitor scope at her station. 


Images of the rooms rotate at 
regular intervals on the monitor 
but can be halted and retained at 


_ will by the nurse. 
Patterned plastic dinnerware (12B-7) 


Manufacturer's Description: A newly- 
perfected process brings patterns 
to melmac dinnerware, heretofore 
available in solid tones only. Dec- 
orations are applied, heat-fixed 
and sealed deep beneath the plates’ 


surface to assure wear throughout 
life of the dish. 


Waterproof diaper (!2B-8) 


Manufacturer's Description: A diaper 
that is both waterproof and dis- 
posable helps prevent soiling of 
bedding and clothes. It is an item 
for use in the hospital and for 
sales appeal in the hospital gift 
shop. A soft nonwoven fabric lin- 
ing and pad absorbs about two 
and one-half times more water 
than the average cloth diaper. The 
polyethylene outer coating pro- 
vides hold-together strength, 
water and chemical resistance plus 


featherweight and pliant texture. 
Ordinary safety pins fasten 
through reinforced edges which 
withstand body movement with- 
out ripping or tearing. 


Radio paging system (12B-9) 
Manufacturer's Description: Private, in- 
dividual paging of physicians and 
key hospital personnel is now pos- 
sible with a new pocket radio pag- 
ing system. The receiver is only 
slightly larger than a pack of king- 
size cigarettes. 3 

Up to several hundred persons 
can be paged individually, the 
additional channel capacity being 


added as needed. Audio volume of 


the paged message, while entirely 
adequate for the paged person to 
hear, is low enough to provide 
privacy. 

The operator at the sending sta- 
tion merely presses the proper 
selector button to activate a par- 
ticular receiver alerting mechan- 
ism, then speaks into a desk micro- 
phone. No other receiver in the 
system hears either the alerting 
tone or the voice message which 
follows. 


Remote control for television (12B-10)} 


Manufacturer's Description: Convenient 
patient control for television sets 


in hospital rooms is made possible 
through a speaker unit placed on 
the patient’s bed or within arm’s 
reach. The speaker unit has all 
the dials of the television set, in- 
cluding on-off, volume, fine tuning, 
brightener and channel changer, 
allowing complete operation from 
as far away as 20 feet. 


Electric stapling machine (12B-! 1) 
Manufacturer's Description: Large-vol- 
ume stapling may be done with 
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this automatic electric stapling 
machine. The stapling position on 
this unit is easily adjustable to 
a reach of 9%” This permits the 
hospital to staple booklets, multi- 
page folders and similar items at 


the center fold. The portable unit. 


plugs into any 100-volt outlet. 
Colored adding machines (12B-12) 


Manufacturer's Description: Adding ma- 
chines in five pastel hues, designed 
to cooérdinate the machines with 
surroundings found in hospitals 
as well as general office decor and 
equipment. Interchangeable covers 
offer the buyer a variety in color 
choice and an opportunity to 


change color combinations at a 
later date. 


Low-height mopping tank (12B-13) 

Monufecturer’s Description: This two- 
compartment mopping tank has 
the features of other models; and 
for added convenience, it is 10” 
to 12” lower than others. Two sizes 
are available; the 30-gallon size 


is 26” high, the 60-gallon size is 
31” high. The main advantage is 
the minimized possiblity of dam- 
age to fixtures from swinging mops 
in low ceiling areas. 


Oxygen-operated aspirator (| 2B-14) 


Manufecturer's Description: Aspirator 
can be inserted into an oxygen 
wall outlet. Designed primarily 
for hospitals that do not have a 
vacuum system installation. Also 
recommended for emergency serv- 
ice in patient rooms and other 
areas not equipped with a vacuum 
system. Lightweight unit can be 
moved readily from location to 


location, and only a few seconds 
are required to put the unit into 
operation. 


Nylon bedpan (128-15) 

Manufacturer's Description: New all- 
nylon bedpans and clinical uten- 
sils offer features not available 
with stainless steel and enamel- 


ware. Clatter is reduced because 
of the sound-dampening quality 
of nylon. Nylon’s natural warmth 
contributes also to patient comfort. 
The manufacturer guarantees the 
utensils to withstand autoclaving, 
boiling, detergents and conven- 
tional cold sterilizing agents as 
well as chemicals that corrode 
and stain. Available in grey and 
aqua colors in adult size only. 


Hospital booklet rack (12B-16) 


Manufacturer's Description: A hospital 
administrator has designed this 
bedside rack for hospital-prepared 
pamphlets and leaflets usually pro- 


vided patients on admission. This 
rack was designed to make hos- 
pital literature always available 
and convenient to the patient. The 
rack is big enough to hold infor- 
mation booklets but not big 
enough for most magazines that 
would crowd out the literature. It 
may be fastened to the bedside 
table or to the wall by attached 
adhesive pads. This eliminates the 
need to bore holes or otherwise 
mar surfaces. 


Under-counter dishwasher (12B-17) 


Manufacturer's Description: This dish- 
washing unit provides a 48” x 31” 
working surface 34” off the floor. 


A full-length, corrugated drain- 
board has a spray rinse and sepa- 
rate drain. Washing is fully auto- 
matic. The complete washing eycle 


requires only 4% minutes and 
uses only 4 2/3 gallons of water. 


Plastic padding for fracture casts 
(12B-18) 

Manufacturer's Description: A porous 
plastic product that resembles 
foam rubber somewhat. A nontoxic, 
nonallergic material that may be 


washed, boiled and autoclaved. 


When plaster is applied, bond is 
established between the plastic 


material and the cast, but the 
porosity of the material is such 
that the patient is free from cast 
irritations. The material is sup- 
plied in rolls of 2”, 3”, 4”, 6” and 
12” widths, each of 72” length. 


Tube flanging device (12B-19) 
Manufacturer's Description: A new, pat- 


‘ented tool converts 14%” scrap tub- 


ing into perfectly flanged tail pieces 
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in just 10 seconds. These pieces 
can then be used as new flanged 
tailpieces for sinks, flushometer 
valves and other plumbing fix- 


-. tures. The tool is simple to operate. 


Just oil or grease the inside edge 
of tubing and clamp into vices. 
Turn handle, gradually forming 


flange by putting pressure on han- 
dle knob, 

Glass tube inserting device (12B-20) 
Manufacturer's Description: Virtual 
elimination of lacerated fingers or 


hands while inserting glass tubing 


into rubber stoppers, tubing and 
bulbs is made possible with this 
new inserting device. Three basic 
parts make up the device—the 
plunger, the adapter key and the 
inserter with flexible steel fingers 
for guiding the tube. Price of in- 
dividual sets is $10 with discounts 


_ for lots of 3, 6 or 12. 


Dual-temperature hot water bottle 
(12B-21) 

Manufacturer's Description: The ribbing 
on one side of this hot water bottle 
makes possible dual temper- 


atures from one bottle. The ribs 
permit cooling air to circulate 
when the bottle is placed rib- 
side down on the body. The ribbed 
side temperature is approximately 
10 degrees cooler than the plain 
flat side. 


hnoduct literature 


Following is a listing of pamph- 
lets and other types of literature 
on equipment and_ techniques. 
These are available to hospitals 
free of charge. The coupon pro- 
vided below should be checked to 
indicate those titles being request- 
ed and whether the publisher’s 
name should be sent to you or 
your name sent directly to the 
publisher to facilitate handling. 


Clinical Memoranda on Economic 


Poisons—(12G-1) — This 54-page 
detailed report is based on con- 
tinuing studies of the Public 
Health Service on poisons in pub- 
lic health and agriculture.-A part 


of each memorandum is devoted 
to a description of the chemical 
nature, formulation and uses of 
the compound under consideration. 
The remainder. is devoted to medi- 
cal considerations, including mode 
of action, diagnosis and treatment 
handled under one or more head- 
ings. 

The Application of the X-Ray Image 
Intensifier—(12G-2)—This techni- 
cal review contains details on the 
medical aspects of the image in- 
tensifier as well as its industrial 
applications. 

Sterilization Technique; A Survey of 
Standard Hospital Practice—(12G-3) 
—Detailed report of a survey 


> To learn the names and addresses of manufacturers of products 
described in this review, check the appropriate items on this cou- 
,» Sign your name and address, 


_ Department of HOSPITALS, 18 E. Division St., Chicago 10, Illinois. 


clip and mail to the Editorial 
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which covered many facets of ster- 
ilization as conducted in hospitals 
today. Examples from study: (1) 
87.8 per cent of the reporting hos- 
pitals use muslin for wrapping 
material for the surgical pack; (2) 
only 3.7 per cent of those report- 
ing state that they do not use in- 
dicators. 

Proper Treatment of Conductive Floors 
—(12G-4)—tThis folder provides 
detailed instructions for maintain- 
ing conductivity of floors in oper- 
ating rooms and other areas where 
combustible anesthetic gases are 
used. | 

Nursery Equipment Brochure— (12G- 
5) —Itemizes equipment need- 
ed in the modern nursery, giving 
minimum requirements needed to 
meet public health standards. 
Advantages of Machine Plastering—— 
(12G-6)—Describes what machine 
plastering can do for the architect, 
the contractor and the owner 
of a building. 

The Vacuslot Cleaning _System— 
(12G-7)—-Booklet describes new 
piped vacuum system for hospital 
cleaning. Installation charts and 
specification data are included. 
Package Unit Steam CGeneratorse— 
(12G-8)—Detailed, well-illustrat- 
ed booklet for small, medium or 
large plant installations. 
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@ J. Leo ASH, administrative as- 
sistant of St. Mary’s Hospital, 
Duluth, has been appointed ad- 
ministrator of St. Mary’s Hospital, 
Leonardtown, Md. Mr. Ash has 
also served as treasurer of Taunton 
(Mass.) State Hospital, manager 
of credit and collections and di- 
rector of public relations at St. 
Mary’s Hospital in Duluth. 


@ CARDEN M. ASTIN, administrator 
of McRae (Ga.) Telfair County 
Hospital, has been appointed ad- 
ministrator of LaFollette (Tenn.) 
Community Hospital. 


@ Ropert Lee BLACK has been ap- 
pointed administrator of the Har- 
lan (Ky.) Memorial Hospital, a 
unit of the United Mine Workers 
hospitals now under construction. 
Mr. Black had previously been 
setected as administrator of the 
Williamson (W. Va.) Memorial 
Medical Center. 
WILLIAM B. Essown, assistant ad- 


‘ministrator of Good Samaritan 


Hospital, Portland, has been ap- 
pointed administrator of William- 
son Memorial Medical Center. 
Mr. Esson is a graduate of the Uni- 
versity of Chicago course in hos- 
pital administration. 

CHARLES D. JENKINS JR., medi- 


cal administrative officer with the. 


Air Force Medical Service, has 
been appointed administrator of 
the McDowell (Ky.) Memorial 
Hospital. Mr. Jenkins is a gradu- 
ate of the Medical College of Vir- 
ginia course in hospital adminis- 
tration. 


Cora C. Biossom, R.N., has 
been named administrator and su- 
perintendent of nurses of Appling 
General Hospital, Baxley, Ga. She 
is a graduate of the University of 
Georgia course in hospital admin- 
istration. 


@® Ena M. Bunt, administrator of 
Ross (Calif.) General Hospital, 
has retired. Dr. JoHNn C. SIEMENS 
succeeds Miss Bunt as adminis- 
trator of the hospital. 


@ CARDON C. CLEGG, superintend- 
ent of Brownsville (Pa.} General 
Hospital, has been appointed ad- 
ministrator of Grove City (Pa.) 
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he 


Hospital. He succeeds FreD W. 


ScumMIp who is now administrator 
of Bradford (Pa.) Hospital. Mrs. 
JANEL L. SCHMIDT, assistant ad- 
ministrator of Brownsville General 
Hospital, has been appointed act- 
ing administrator. 


@ FRANCIS CUDA has been appoint- 
ed administrator of Amsterdam 
(N.Y.) City Hospital. He had for- 
merly served as director of nurses. 
Mr. Cuda is a graduate of the 
Catholic University of America 
program in hospital administration 
and succeeds J. AVERY PETERSON, 


who has returned to: public re- 


lations work. 


e@ Joun H. DANIELS Jr., has been 


appointed assistant administrator 


of North Shore 
Hospital, Man- 
hasset, N.Y. He 
is a graduate of 
the University 
of Minnesota 
course in hos- 
pital adminis- 
tration. Mr. 
Daniels succeeds 
DONALD A. KIN- 
CADE who has 
been appointed 
administrator of Burlington ( Wis.) 
Memorial Hospital. 


MR. DANIELS 


@ WALTER W. ELLIs, administrator 
of Highlands (Ohio) Community 
Hospital, has been appointed ad- 
ministrator of the F. W. Black 
Community Hospital, Lewistown, 
Pa. 


@ RICHARD C. FOSTER has been ap- 
pointed assistant administrator of 
Uniontown (Pa.) Hospital. Mr. 
Foster is a graduate of the Uni- 
versity of Minnesota program in 
hospital administration. 


@ Bric. Gen. JAMEs O. GILLESPIE, 
former commanding officer of Let- 
terman Army Hospital, San Fran- 
cisco, is the new chief of the pro- 
fessional division in the office of 


the Surgeon General, Washington, 


D. C. 


@ Mary ANN GILSTER has been 
appointed assistant administrator 
of MacNeal Memorial Hospital, 
Berwyn, Ill. Miss Gilster, for- 


merly assistant administrator of 
Copley Memorial Hospital, Aurora, 
Ill., is a graduate of the North- 
western University course in hos- 
pital administration. 


@® CHARLES GOULET been 
named assistant professor of hos- 
pital administration at the Uni- 
versity of Pittsburgh, Graduate 
School of Public Health. 

Mr. Goulet has béen assistant 
superintendent in charge of in- 
patient services at City Hospital, 
Cleveland, since 1953. He is a grad- 


uate of the University of Chicago 


program in hospital administra- 
tion. 

WILLIAM L. BRANSON succeeds 
Mr. Goulet at City Hospital. Mr. 
Branson is a graduate of the Wash- 
ington University course in hospi- 
tal administration. He was in 
charge of methods improvement 
at St. Luke’s Hospital, Chicago, 
prior to this appointment. 


@ LEONARD W. HAMBLIN, adminis- 
trator of Deaconess Hospital, Free- 
port, Ill., has been appointed ad- 
ministrator of Blessing Hospital, 
Quincy, Ill, succeeding MYRTLE 
McAHREN who has retired. 


MR. IAMS 


MR. HAMBLIN 


@ FRANKLIN P. IAMs, assistant di- 
rector of Rhode Island Hospital, 
Providence, has been named ad- 
ministrator of University Hospi- 
tal of New York University-Belle- 
vue Medical Center, effective Jan- 
uary 1. He succeeds Dr. EDWARD 
M. BERNECKER who died last June. 

Mr. Iams is a graduate of the 
University of Minnesota program 
in hospital administration. 


@ ALFRED M. HELBACH, superin- 
tendent of Community Memorial 
Hospital, Hamilton, N.Y., has been 
appointed administrator of Herki- 
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PATIENT BILLING STATISTICAL STUDIES 


BUDGETARY CONTROL 


ACCOUNTS PAYABLE ° 


CENSUS AND BED CONTROL @ PAYROLL AND PERSONNEL ACCOUNTING @ FUND ACCOUNTING @ GENERAL ACCOUNTING @ INSURANCE ACCOUNTING 


GET A TIGHTER FINANCIAL GRIP 
IN THESE 15 VITAL AREAS... AND STRENGTHEN HOSPITAL SERVICE 


_ with IBM punched card accounting 


Each hospital is a business. Its profit—the life and health It will do the same for you. You will get the finest in 
of the community it serves. It follows then, that the equipment, service, and business experience to help you 
proven IBM punched card methods used by business and- achieve more efficiency and tighter financial control. 
industry to cut costs and — profits can be used by Free folder “Hospital Accounting” for hospital admin- 
hospital inanagement provide even better hospital care, istrators and business officials illustrates the equipment, 
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IBM punched card accounting has been tightening the Department 74, International Business Machines 

_ purse strings of business costs for more than 41 years! ration, 590 Madison Avenue, New York 22, N. Y. 


DATA 
PROCESSING 


DECEMBER 1955, VOL. 29 


| 
H fi 
* vt 
INVENTORY CONTROL MEDICAL RECORDS 
‘ 
rif 


mer (N.Y.) Memorial Hospital. 
Mary V. HINKLey, R.N., assist- 


superintendent and superin-— 


tendent of nurses at Community 
‘Memorial Hospital, succeeds Mr. 
Helbach as superintendent. 


@ Paut W. Kempe, director of 
Riverside Hospital, Toledo, has 
been appointed superintendent of 
Silver Cross Hospital, Joliet, IL 

BERNHARDT A. ZEIHER, assistant 
director of Riverside Hospital, has 
been named acting director. 


@ CoL. JAMes H. KIDDER has been 


recalled to active duty as special 
assistant to the Army Surgeon 
General for reserve affairs. He was 
granted leave of absence from St. 
Barnabas Hospital for Chronic Dis- 
eases, the New York City Hospital 
and the New York Medical College. 


@ Georce W. Laycock, adminis- 
trator of Conway (S.C.) Hospital 
has been appointed county admin- 
istrator of the Cleveland County 
Hospitals, located in Shelby and 
Kings Mountain, N.C. 


@ Dr. WILLIAM J. McCarty, man- 
ager of the Veterans Administra- 
tion Hospital, Vancouver, Wash.., 
has been named manager of the 
VA Hospital, Wilkes-Barre, Pa. 
Dr. McCarty succeeds Dr. M. HER- 
BERT FINEBERG. Dr. Fineberg has 
been named manager of the VA 
Hospital, East Orange, N.J., suc- 
ceeding Dr. ALFrreD P. UPsHuR, 
who retired. 

Dr. Invinc ELDRIDGE, chief med- 
ical officer of the VA Center in 
Bonham, Tex., has been named 
manager of the VA Hospital at 
Fort Bayard, New Mex. 


@ Paut Meyer has been named 
administrator of St. Mary’s Hos- 
pital, Montreal. Prior to this ap- 
pointment, Mr. Meyer conducted 
a survey of the Institute Clinica 
Physiotherapie Santa Rita, Isle of 
Pines, Cuba. 


@ CARL NUSBAUM, assistant direc- | 


tor, Michael Reese Hospital, Chi- 
cago, has been appointed adminis- 
trator of Rest Haven Hospital, 
Chicago. He is a graduate of the 
Northwestern University course in 
hospital administration. 


@ C. McLin, administra- 
tor of Mound Park Hospital, St. 
Petersburg, Fla., has been appoint- 
ed administrator of Community 
Hospital, Indianapolis, now under 
construction, effective February 1. 
Mr. McLin is a member of the 
Committee on Insurance for Hos- 
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pitals of the AHA Council on 
Administrative Practice. 


MR. McLIN 


MR. MILTON 


@ JOHN E. MILTON has been ap- 
pointed administrator of Edward 
Hospital, Naperville, Ill. Former- 
ly an administrative assistant at 
Presbyterian Hospital, Chicago, 


‘Mr. Milton is a graduate of the 
Northwestern University program | 


in hospital administration. 


@ JOSEPH J. POTORSKI, assistant 
director of Ellis Hospital, Sche- 
nectady, N. Y.., 
has beeen ap- 
pointed director 
of the North 
Adams (Mass.) 
Hospital. Mr. 
Potorski isa 
graduate of the 
Columbia Uni- 
versity course in 
hospital admin- 
istration and 
succeeds the late 


MR. POTORSK! 
‘Dr. Rospert J. CARPENTER. 


@ W. H. PATTERSON was named 
assistant administrator of Arkan- 
sas Baptist Hospital, Little Rock. 
Prior to this appointment, Mr. 
Patterson was business manager of 
the hospital. 


@ Dr. PERRY FRANKLIN PRATHER, 
Maryland’s deputy director of 
health since 1942, has been ap- 
pointed director, effective Janu- 
ary 1. He will succeed Dr. Rob- 
ERT H. RILEy. 


@ REAR ADMIRAL H. LAMONT PUGH, 
Medical Corps, USN, succeeds 
REAR ADMIRAL LESLIE O. STONE, 
as commanding officer of the Na- 
tional Naval Medical Center, Beth- 
esda, Md. 

Admiral Stone, who commanded 
the Center since June 30, 1955 is 
retiring after 37 years with the 
Navy Medical Corp. He is entering 
private practice at Tryon, N.C. 

Admiral Pugh, former Surgeon 
General of the Navy, was inspector 
general of medical department 
activities prior to assuming his 
new command. 


Northern On- 


@ J. SYDNEY RENTON has been ap- 
pointed administrator of Syden- 
ham District Hospital, Wallace- 
burg, Ont., now under construc- 
tion. Mr. Renton went to Wallace- 
burg from Iroquois Falls, Ont., 
where he was _ 

hospital busi- 
ness supervisor 
at Abitibi Power 
& Paper Co., 
Ltd., codrdinat- 
ing the admin- 
istration of the 
company’s three 
hospitals in 


tario and Man- 
itoba. 


MR. RENTON 


_Mr. Renton is a graduate of the 
hospital administration course at 
the University of Toronto. 


@ Dr. Stuart M. Sessoms has - 


been appointed assistant director 
of the Clinical Center of the Na- 
tional Institutes of Health, Bethes- 
da, Md. 


@ ARTHUR E. SHADE III has been 
appointed assistant superintendent 
of the Manhattan Eye, Ear and 
Throat Hospital, New York City. 
Mr. Shade was formerly acting ad- 
ministrator at Pottstown (Pa.) 
Hospital. 


@ SISTER ANGELA CLARE, assist- 
ant administrator of Spohn Hos- 
pital, Corpus Christi, Tex., has 
been appointed administrator, suc- 
ceeding SISTER MARY VINCENT 
who is now administrator of St. 
Joseph’s Hospital, Fort Worth. 


Joun L. RYAN has been appointed 


assistant admin istrator of Spohn 


SR. ANGELA CLARE 


Hospital. He is a graduate of the 
St. Louis University program -in 
hospital administration. 


@ SISTER MARY BERTHA, superior 
of St. Joseph’s Hospital, Lexington, 
Ky., has been appointed superior- 
director of St. Joseph Infirmary, 
Louisville. Sister Mary Bertha has 
also served as administrator of 
Sts. Mary and Elizabeth Hospital, 
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New. 
KALEID 


OSCOPE FURNITURE 


72 Combinations of the Kaleido-Kase 


Here's a new idea in hospital furniture! It’s 
KALEIDOSCOPE . . . a complete patient room 
grouping that includes the KALEIDO-KASE, 
a most versatile unit. The KALEIDO-KASE is a 
bedside cabinet, a chest or a combination of 
both. Actually provides 72 possible 
combinations . . . one or more of which is 
sure to meet your exact needs. Large or small 
rooms, single, double or ward . . . this is the 
answer to every furnishing problem. You can 
now have flexibility of room arrangement and 
interchangeability of pieces from room to room! 


CARROM INDUSTRIES, INC. 
Ludington, Michigan 


Write tor New Catalog! 
See the 72 KALEIDO-KASE 
combinations! See the 
complete KALEIDOSCOPE 
Grouping! Send for this 
Carrom catalog now. 


TYPICAL of the KALEIDOSCOPE grouping 
is this CARROM - 2 - HEIGHT sea... . electric 
or manual. The grouping also includes easy chairs, 
side chairs, overbed tables and flower tabies. 
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Our Lady of Peace Hospital, Louis- 
ville, and as assistant administrator 
of Holy Family Hospital, Ensley, 
Ala. 
SISTER Mary ANTONELLA, assist- 
ant administrator of St. Joseph 
Infirmary, has been named ad- 
ministrator. Prior to going to 
Louisville, she was administrator 
of Georgetown University Hospital, 
Washington, D. C. 


@ Sister M. Germaine, H.H.M., 
has been appointed administrator 
of St. Joseph’s Riverside Hospital, 
Warren, Ohio, succeeding SISTER 
M. Baptista, H.H.M., who has been 


named assistant administrator at 
St. Elizabeth’s Hospital, Youngs- 
town, Ohio. 


@ Sister M. TeERESITA HARTNETT 
has been named administrator of 
St. Dominic-Jackson Memorial 
Hospital, Jackson, Miss. She has 
served in several capacities at the 
hospital, including assistant ad- 
ministrator and surgical super- 
visor. 


@ SIsTerR TIMOTHY MARIE FLAHER- 
Ty, has been appointed administra- 
tor of Queen of Angels Hospital, 
Los Angeles. She is a graduate 


ARNOT-OGDEN MEMORIAL HOSPITAL, Elmira, New York 
Dedicated October 28th 1955 


WEBSTER DISTRICT HOSPITAL, Webster, Massachusetts 
Dedicated November 2nd 1955 


AK “ 


| of these splendid new hospitals were made possible. 


CHARLES A. HANEY & ASSOCIATES 


259 WALNUT STREET 
NEWTONVILLE 60,.MASSACHUSETTS 


_ the Navy and 


of the St. Louis University course 
in hospital administration. 


@ Donatp F. SmiTH has been 
named superintendent of Minne- 
apolis General Hospital. He was 
formerly an assistant to the direc- 
tor of the University of Minne- 
sota Hospitals in Minneapolis. 


@ Rocer R. STarn has been ap- 
pointed assistant 
administrator of 
Good Samaritan 
Hospital, Port- 
land. He is a 
graduate of the 
University of 
Minnesota pro- 
gram in hospital 
administration. 
Mr. Starn 
served a year in 


MR. STARN 


two years in the 
Army Medical Service Corp. 


@ WILLIAM W. TURNER, adminis- 
trator of Memorial Hospital, Lo- 
gansport, Ind., has been appointed 
assistant administrator of Seaside 
Memorial Hospital, Long Beach, 
Calif. Mr. Turner is a graduate of 
the University of Chicago program 
in hospital administration. 


Deaths 


@ GEORGE A. BALL, 92, died at his 
home in Muncie, Ind., October 22 
after an illness of three weeks. He 
was the last of five brothers who 
invented the mason jar. The Ball 


brothers built Ball Memorial Hos- | 


pital for the city of Muncie. 

In 1948, Mr. Ball was made an 
honorary member of the AHA at 
its 50th anniversary and was pre- 
sented a citation for his outstand- 
ing contribution to public service. 
He was also an honorary member 
of the Indiana Hospital Associa- 
tion. 


LT. COMMANDER Joun 
THOMAS BENNETT, Hospital Corps, 
U.S. Navy, retired, died October 


15 at the Naval Hospital, San Di- 
ego. He was 63. During World | 
|. War II, he served in Naval Hos- — 


pitals at Mare Island, San Diego, 
Oceanside, and Long Beach. Pre- 
ceding his retirement in 1947, he 
served as the administrative as- 
sistant to the executive officer at 


the Naval Hospital, San Diego. 


@ Dr. WILLIAM E. EATON, 73, hos- 
pital surveyor for the American 
Medical Association’s Council on 
Medical Education and Hospitals, 
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from December 1954 to June 1955, 
died in October. He was formerly 
a surveyor for the American Col- 
lege of Surgeons. 


@ Dr. Rospert H. HALsey, a found- 
er of the American and New York 
Heart Associations, died Septem- 
ber 15 at the age of 82. In 1922, 
Dr. Halsey presided over the St. 
Louis meeting of physicians and 
health workers which led to the 
formation of the American Heart 
Association, and later he became 
its first secretary. He served as 
its president in 1932. In 1950, Dr. 
Halsey received one of _ its first 
Gold Heart Awards for outstanding 
contributions to the fight against 
heart disease. 


@ Dr. JuLtius H. Hess, 79, inter- 
nationally known Chicago pedia- 
trician noted for his pioneering 
efforts in saving lives of premature 
infants, died November 2 in Los 
Angeles. He was senior attending 
physician and past staff chairman 
at Michael Reese Hospital, where 
he introduced the Hess baby in- 
cubator and founded the prema- 
ture birth station. 


@ Dr. EUGENE BENNETT PIERCE, a 
former superintendent of the Molly 
Stark Hospital, Canton, Ohio and 
the Michigan State Sanatorium, 


Howell, Mich., died August 29 in 


Akron at the age of 79. 


@ Epcar E. RAnp, 50, president of 
the International Shoe Company 
and a trustee of Barnes Hospital, 
St. Louis, died of a heart attack 
October 26. He was also a trustee 
of Vanderbilt University, Nash- 
ville, and on the board of directors 


of the St. Louis Community Chest. 


@ Dr. SIGSBEE RAYMOND SELJES- 
KOG, 55, a former superintend- 
ent of the Elizabeth Kenny Insti- 


tute, Minneapolis and staff member | 


of the Lutheran Deaconess Home 
and Hospital, died August 15. 


@ SISTER M. AUXENTIA, 66, Moth- 
er Superior and administrator of 
St. Peter’s Hospital, Brooklyn, 
died October 19 at the hospital 
after a long illness. Sister Auxentia, 
a registered nurse, went to St. 
Peter’s Hospital in 1949. She was 
active in the professional and 
structural rehabilitation of the 
hospital. 3 

@ Sister Mary ESTHER, adminis- 
trator of St. Peter’s Hospital, Al- 
bany, N.Y., for the past 21 years, 
died October 7 after an illness of 
two months. 
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@ Dr. JAMES F. STEVENSON, 61, 
past-president of the Oklahoma 
State Medical Association and trus- 
tee of the Oklahoma Blue Shield 
Plan died recently after a lengthy 
illness. Dr. Stevenson was one of 
the original doctors in the state 
who was instrumental in organ- 
izing the Blue Cross and Blue 
Shield Plans in Oklahoma. 


@ JOSEPHINE E. THURLOW, R. N., 
died September 25. Miss Thurlow 
served 37 years as superintendent 
of hospitals in Massachusetts, 
New York, Michigan and Ohio. 


She had also served 21 years on 
the Board of Nurse Examiners in 
Massachusetts. Miss Thurlow had 
been retired for the past nine 
years. 


@ CHARLES A. Voss, 53, general 
counsel and a director of the 
United Medical Service, New York 
City, died October 6. While con- 
ducting a general law practice in 
White Plains, Mr. Voss helped 
draft legislation for the United 
Medical Service’s Blue Shield Plan 
and for other voluntary prepaid 
medical insurance programs. 
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suscitation, inhalation and aspiration treatment for 
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production and cost control 


ONTROLS-ARE the methods used 
: by management, through the 
leverage of administrative action, 
to establish qualitative produc- 
tion and cost standards. They may 
be grouped under two broad head- 
ings—(1) general controls and 
(2) specific controls. 

General controls are those usually 
applied to the entire operation 
or organization. They are designed 
principally to maintain a balance 
among units of the organization. 
Usually, these controls fix units 
of cost so that problems among 
departments can be identified. The 
two principal general controls are 
budgeting and cost accounting. | 

Specific controls are designed to 
meet the problems of a certain 
department or unit. They include 
norms for personnel and equip- 
ment productivity applicable to 
the department or unit. 


RULES FOR SPECIFIC CONTROLS 


Several rules apply to this lat- 
ter group. These include: 

1. Specific Controls Must Be a 
Tool of Management. They never 
should be an end unto themselves. 
Unnecessarily burdensome and 
eostly controls are as impractical 
and undesirable as inadequate, 
ineffectual controls. In hospital 
laundries, for example, the meth- 
ods of inventory control often are 
more costly than any loss which 
probably would result if the con- 
trols did not exist. 

2. Specific Controls Must Be As 


Mr. Steinle is associate, 
McCormick an management con 
sultants, New ‘York City. 
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in the laundry 


Simple As Possible. They should 


be understood and accepted by 


everyone concerned with their ap- 


plication. From time to time, we 


still find places where complex 
and difficult controls have been 
established. We find that these 
controls receive the “old Army 
game” - treatment—that is, top 
management has established the 
controls while operating person- 
nel constantly plan new ways to 
circumvent them. Controls can- 
not and should not be used as a 
method of disciplining personnel. 

3. Specific Controls Must Be De- 
signed to Fit the Function They 
Are to Perform. Hospitals often 


suffer from a disease sometimes 


referred to, rather facetiously, as 
“techniquitis.” We often find a 
specific control designed initially 
to meet a specific problem. Once 
this control has helped solve that 
problem satisfactorily, it may be 
seized by other hospitals as a cure- 
all and panacea for their problems. 


Problems in the other hospitals, 


however, may be completely un- 
related to the one for which the 
control was designed. 

One of the principal problems 
in laundries is the maintenance of 
an even or level work output. 
Often, the workload is heavy dur- 
ing certain periods and light dur- 
ing others. Monday usually is 
heaviest since soiled linen has ac- 
cumulated over the weekend, yet 
pressure often is placed on setting 


_ staffing patterns according to re- 


quirements of the peak-load period 


instead of adjusting to fit actual 


requirements. Too often, we staff 
for the “crisis” instead of the nor- 
mal workload. 

If we are to staff properly, there- 
fore, it is essential that we deter- 
mine our “normal requirements.” 
The first step in controlling pro- 
duction is to analyze the workload. 


This should be done by type and 


by time period. In the laundry, 
workload can be classified by 
weight according to the washing 
process required (by soiled, medi- 


‘um soiled or heavily soiled) and 


by the finishing process required 
(flatwork ironed, tumbled, press- 
finished ). 

Excessive variations in day- -to- 
day workloads often can be re- 
duced once the problem has been 
identified.. We have found institu- 


-tions in which items such as 


dresser scarfs, which can be 
changed and washed at any time 
during the week, are processed as 


- a matter of routine on Monday 


mornings, when the uncontrollable 
workload of the laundry is at its 
heaviest. Elective items—those 
which may be considered the con- 
trollable workload—can be sched- 
uled and laundered when the 
workload is lightest. The dresser 
scarfs mentioned above could be 
processed Thursday or Friday. 

_ Before a sound system of pro- 


duction control can be established, — 


based either on norms of work 
output or cost per procedure, all 
problems in the work environment 
should be eliminated or reduced. 
Work environment problems in- 
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How A Prominent Chicago Hospital Increased 
Laundry Production Within Its Limited Space! 


= 


| 
| 
qi The PRESBYTERIAN HOSPITAL, one of Chicago's leading institutions, needed | 
4 increased extraction capacity within a limited space. ZEPHYR famous | 
i HYDRAXTORS not only made good beyond expectations on these counts, 
: but in addition they provided extraction with no increase in labor costs, 


no vibration, no balancing of load, less maintenance... all this and more, 
PLUS LOWER INITIAL COST! 


Let us prove to you how Zephyr HYDRAXTORS will increase YOUR 
production in a minimum space with savings in labor, power, etc., at 
only a small initial investment. Send for complete information today. 
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clude (1) conditions that reduce 
effectiveness of employee perform- 
ance, such as overcrowding, in- 
sufficient workspace, unnecessary 
heat, excessive moisture and dis- 
tracting noises; (2) inadequate or 
poorly located equipment; (3) rep- 
etitive and unnecessary procedures 
or separate procedures that could 
be combined, and (4) improper 
scheduling. 


IMPROVING CONTROLS 


Among ways to improve condi- 
tions as noted above and conse- 
quently increase production are: 

1. Combining Procedures. An 


example is the linen control sys-. 
tem of a laundry which required. 


the counting of dirty linens. In a 
second and separate process, the 
dirty linen was separated by clas- 
sification of soil. The procedures 
could be combined so that classifi- 
cation was made while the linens 
were being counted. Also, in the 
counting process, torn or thread- 


bare linens could be separated | 


from strong, new linens. 

2. Using Proper Size Equipment. 
Were inadequately sized equipment 
to be used in conveying pieces 
from the extractor to the flatwork 
ironer, tumblers and presses, for 
example, this equipment would 
cause slowdowns and congestion. 
Equipment needs should be deter- 
mined by the workload. In this 
case, castered feed horses, castered 
tables, spreaders, castered feed 
trucks or castered hampers might 
be needed. 

3. Setting Proper Work Sched- 
ules. Work schedules often are 
poorly planned. We recently found 
one institution where all person- 
nel come to work at the same time 
and leave at the same time. This 
practice ignores normal comple- 
tion of part of the wash cycle by 
certain personnel before others can 
do their work. 

4. Using Mechanical Devices. 
Adequate equipment often can re- 
duce the manpower requirements. 
The installation of automatic fold- 
ing equipment in large laundries, 
for example, can reduce costs sub- 
stantially. 

5. Providing Proper Working 
Conditions. Poor working condi- 
tions lower morale, increase turn- 
over and generally reduce produc- 
tion. Such physical considerations 
as pitched floors for carrying off 
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water, are very important, as are 
adequate lighting and proper ven- 
tilation. 

After environmental problems 
have been reduced or solved, pro- 
duction norms should be developed 
in the laundry under controlled 


conditions. The norms or’‘stand- 


ards so developed then will apply 
directly to the specific institution 
concerned. Often, we find that 
norms used in one institution are 
unrealistic .if applied to another. 
This may be attributable to such 
things as size of the operation, 
type of workload or physical de- 
sign of the laundry. 


DEVELOPING PRODUCTION CONTROLS 


Some hospital laundries fail to 
keep the most fundamental and 
Basic records for purposes of pro- 
duction control. They neither 
count nor weigh their workload 
in ‘order to provide production 
information. Costs of the various 
operations are not determined so 
that performance can be analyzed 
or measured. Consequently, it is 
not possible to compare costs of the 
various laundry operations with 
past performances, nor can com- 
parisons be made with developed 
norms. 

In many hospital laundry plants, 
no records of hourly, daily or 
weekly operator productivity are 
maintained, or such records are 
inadequate. Consequently, super- 
vision can only be achieved by ob- 
servation. This method is poor, 
uncertain and often costly. 

In some hospitals, certain gen- 
eral norms have been established. 
These norms, however, either are 
too broad to provide realistic yard- 
sticks for measuring performances 
of individual operators, or they 
have not been kept current. It 
is possible that comparisons of 
present production are being made 
with an old criterion which was 
established when conditions were 
somewhat. different. We have 
found that standards based upon 
old performance records usually 
are 20 to 30 per cent below the 
possible and reasonable normal 
levels of current production. 

In order to establish adequate 
controls over the actual processing 
of laundry, the following steps 
should be taken in addition to de- 
termining and classifying work- 
loads: 


1. Work Flow Should Be Studied 


and Simplified Where Possible. 


Equipment should be installed to 
meet load requirements. Proce- 
dures should be analyzed and ad- 
justed where necessary. Problems 
involving working conditions and 
personnel should be identified and 
solved. 

2. After Environment Problems 
Have Been Eliminated or Reduced, 
Norms Should Be Established. An 
expected hourly output should be 
established for each employee and 
for each piece of equipment. When 
production rates fall below es- 
tablished norms, an immediate 
investigation should be made. Pro- 
duction norms should not be used 
to compel personnel to maintain an 
unreasonable schedule; they should 
define the problem, however, iden- 
tify the focal point of a slowup, 
indicate an unusual change, and 
establish inadequacies in manpow- 
er and equipment. 

In every plant, there are certain 
operations that do not lend them- 
selves to the application of pro- 
duction standards. It is unreal- 
istic to try to force standards on 
these activities. | 

3. Work Flow Should Be Sched- 
uled So That Quick Checking Will 
Immediately Disclose a Slowdown. 
Variations in hourly production 
sometimes indicate that the flow 
of work needs revision, or that 
productivity of the equipment is 
not in balance with workload re- 
quirements. 


DEVELOPING PRODUCTION NORMS 


To establish production norms 
for each operation in the laundry | 
(those illustrated in the accom- 
panying table, opposite page, were 
determined recently for one hos- 
pital laundry), the following are 
essential: 

(1) A detailed’ analysis should 
be made of functions of each em- 
ployee. 

(2) Tasks and activities should 
be fully explained—for example, 
loading of the washer to a certain 
level with a specified type of wash. 

(3) Each task should be broken | 
down into elements, which may 
be defined as motion or move- 
ments which constitute the small- 
est single unit of work—-for exam- 
ple, setting the controls of a washer. 
Dividing tasks into elements, each 
of which has a specific “break 
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norms for selected laundry operations 


OPERATION 
Classify according to soil 
Wash and extract 
Tumble towels 
Shake out sheets 
Flatwork iron sheets (8-roll} 


Press doctors’ jackets (white duck) 


Press pants (white duck) 
Press gowns (operating room) 


Press fold doctors’ jackets (white duck) 


Press fold pants (white duck) 


Press fold gowns (operating room) 


point,” allows the standard for 
the task to be easily and quickly 
adjusted if any of the elements 
are changed. 

(4) Over a period of time, the 
elements of each operation and 
the actual time required for each 
performance should be determined. 
The time needed for an adequate 
sample will depend to a large de- 
gree on the complexity of the oper-. 
ation and the amount of variation 
in the performance. Each element 
of the task should be recorded on 
a time study sheet and the time 
required for its performance de- 
termined with a stop watch. 

(5) Since each person has his 
own rate of speed, or “pace,” ad- 
justments must be made. If many 
persons are performing the same 
element, a mean or average time 
of performance can be obtained. 
If there is only one person or sev- 
eral performing the same task, an 
arbitrary adjustment for normal 
performance must be made. 


(6) When a “normal time” has 


been computed for each element 


or component of a task or opera- 


tion, the time for the components 
should be totaled. The result will 
be a norm for the total operation. 
By doing this, defects in the opera- 
tion can be quickly diagnosed and 
the trouble localized, and norms 
can be easily adjusted- when there 
is a change in technique of the 
operation. 

(7) All time loss inherent in 
the job should be determined. This 
includes periodic waiting for de- 
livery of work. Allowances should 
also be made for personnel fatigue. 

(8) Thus the number of opera- 
tions that normally can be. ex- 


pected from each operator per hour | 


can finally be computed. 
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TIME PER UNIT 


9 min. per 100 Ibs. 

12 min. per 100 Ibs. 
86 min. per 100 lbs. 
55 min. per 100 pieces 
55 min. per 100 pieces 
1.8 min. per piece 

2 min. per piece 

2 min. per piece 

.8 min. per piece 

.7 min. per piece 

1.7 min. per piece 


_ Norms also. may be used for 
other purposes than evaluating 
performance and identifying prob- 
lems. Work output can be used 
as the basis for compensating the 
employee for the work he per- 
forms. This is commonly referred 
to as “incentive compensation.” 
There are three principal methods 
of computing this compensation: 


Piece Basis. The employee is paid | 


a certain amount for each piece 
processed. This system is particu- 
larly applicable to such activities 
as the pressing .operations. Obvi- 
ously, a reasonable compensation 
rate by type of item processed 
cannot be established without rea- 
sonable standards or norms based 
on the actual working conditions. 

Bedeau or Modified Bedeau System. 
This is sometimes referred to as 


the production line incentive plan. 


The total department or a major 
unit, such .as a complete proces- 
sing line, is compensated according 
to the total output. In the laundry, 
for example, the rates of compen- 
sation for various personnel can be 
adjusted to the daily production. 
This system is generally satisfac- 
tory only where a limited number 
of different kinds of items are 
processed; otherwise, it is difficult 
to administer the plan, since too 
many variables affect total pro- 
duction. 

Bonus for Work Above Norm. In 
this system, an expected daily pro- 
duction level: is established. Work- 
ers are compensated for perform- 
ance above that level. 

All three of these methods give 
the employee an opportunity to 
share in the fruits of his labor 
and his improved performance. An 
actual example of the benefits 
which may result from using the 


incentive system in press opera- 
tions is found in one _ hospital 
laundry where the number of press 
operators was reduced 60 per 
cent, the individual income of those 
remaining increased 35 per cent 
and the net savings in the opera- 
tion increased approximately 45 
per cent. Obviously, with a reduc- 


tion in the number of operators 


and presses there was a substan- 
tial savings in space. 


OTHER COST CONTROLS 


While production norms and 
work standards are probably the 
most important methods of pro- 
duction and cost control in the 
laundry, there are many other 
areas which require attention in 
controlling cost. 

Often we find that organization 
of the laundry is such that it is 
difficult, if not impossible, to exer- 
cise administrative controls. Be- 
fore specific controls can be es- 
tablished and used effectively, the 
administrative environment or 
organization must be such that 
supervision can be effectively ex- 
ercised. We may have a lack of 
coérdination between the sewing 
room, the linen room and the 
laundry. This is not uncommon, 
yet we have found, generally, that 
the laundry must be responsible 
for administration of these units, 
or that the same person must be 
administratively responsible for 
all three. 


LINEN USAGE RECORD 


While hospitals often fail to 
maintain records of production 
and production costs, they fail 
even more often to maintain linen 
usage records. 

Physical inventories of all linens 
often are incomplete, of little rela- 
tive value. Often, no adequate 
records are kept of linens issued 
for use, of worn linens withdrawn 
from use or those used for manu- 
facture of small specialty items. 
We sometimes find that the linens 
have been dated when purchased. 
This has little value, because they 
will go into the supply room for a 
long time before being issued. We 
find, generally, that the more ef- 
fective method of determining the 
life of various linens is by sample 
studies instead of an attempt to 
study the life of all linens. 

In a large linefi room, where a 
number of seamstresses are em- 
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ployed, no attempt is generally - 


made to establish individual pro- 
duction records of either the seam- 
stresses or the materials used. Yet 
seamstresses can be paid very ef- 
fectively on a piece basis. 

All items manufactured in the 
sewing room should be priced. All 
costs items should be included in 
the estimate for each item manu- 
factured. These costs should be 
periodically compared with the 
current market. Similarly, those 
items which could be manufac- 
tured, but are not, should be made 
in small quantities and priced on 


a pilot basis, with necessary ad-. 


justments to achieve a _ realistic 
cost estimate. Comparisons then 
should be made with the market 
prices. This permits scientific de- 
termination of the feasibility of 
expanding or contracting the man- 
ufacture of linen items. 


WASHING FORMULAS 

Washing formulas often are ex- 
cessive and uncontrolled. We have 
found instances where hospital 
laundries use the same washing 
formula for part or full loads, for 
soiled, medium soiled and heavily 
soiled items including diapers. The 
same number of sudsings and 
rinses are used regardless of the 
type of load. One hospital, for 
example, used four unnecessary 


rinses for each operation. Since in — 


this laundry each rinse required 
150 gallons of water, the total 
waste ran as high as 20,000 gallons 
per day. 

We have often found that the 
dirty linen load placed in washers 
is not measured; consequently, the 


washman does not know the 


amount of detergent to add to 
maintain his proper formula. We 
also have found that where a 12” 
water level is used for the sour, 
this is followed by a 12” cold rinse. 
The sour operation might as well 
be eliminated altogether, since the 
sour is rinsed out and no value 
obtained from it. 

Lack of washing controls often 
results in excess costs, as for ex- 
ample where all soiled linens are 
washed together, including diapers. 
The washing formula must provide 
for the heaviest classification. This 
means extra sudsing. The long suds 
time not only wastes manpower, 
water and materials, but also 
causes unnecessary wear and tear 
on the linens. In all cases where 
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practicable, classification should be 
made according to washing and 
handling requirements of the lin- 
ens. Adequate controls can be 
established to assure use of appro- 


_ priate quantities and formulas. 


In order to maintain proper 
records, inventory records of sup- 
plies should be established and 
maintained. Meters should be in- 
stalled for measuring steam, water 
and electricity consumed by the 
laundry. 


STANDARD PRACTICES 
Often there is no schedule of 
procedures by item; diapers, pa- 
jamas and trousers are run through 
the flatwork ironer contrary to rec- 
ommended practice. Laboratory 


coats, after being pressed, are ~ 


hand-finished to eliminate wrin- 


- kles, and sleeves are puffed by 


use of hand irons. A _ schedule 
should be drawn up for each item, 
listing the appropriate method 
and procedure for processing. In 
this way, consistency will be 
achieved and unnecessary finishing 
operations eliminated. 

Standard practices and controls 
often can serve a number of pur- 
poses. Internal operations of the 
laundry can be improved, for ex- 
ample, through simple methods 
which also improve sanitation. 
Hampers for handling clean linens 
can be stenciled “clean linen only,” 
eliminating the unsanitary prac- 
tice of using the same hamper for 
soiled and clean linens. 

By numbering each hamper, bet- 
ter controls can be instituted in the 
washing procedure. The washing 
then can be distributed through the 
week by dividing hampers into 
five groups each stenciled with 
the day its contents should be 
laundered. 

Improvements in preventive 
maintenance generally result from 
a fixed schedule and a check list 
which indicates the checking pro- 
cedure and the day of the month 
when each item is to be inspected. 

The laundry can help in main- 
taining the controls of other units 
of the hospital. At least one laun- 
dry, for example, has developed 
a plan with the chief of surgery 
by which all surgical instruments 
recovered in the laundry are listed, 
showing date of recovery and 
the identifying mark of the oper- 
ating room to which it belongs. 
This helps the chief of surgery 


evaluate the care exercised by op- 
erating room personnel. 


SUMMARY 

Major savings can be realized 
through improved control of linen 
and laundry operations. Controls 
must be designed to meet the spe- 
cific problem. They must be simple 
and understood by all personnel of 
each unit involved. They must 


‘have the acceptance and codpera- 


tion of these personnel. Controls 
must be designed to provide the 
best return for the minimum ex- 
penditure of funds, since unnec- 
essarily costly and complex con- 
trols can be as undesirable as in- 
effective or insufficient controls. ® 


Notes and Comment. 


An attendant, observing that 
the 450-pound-capacity extractor 


was vibrating excessively, walked , 
- to the control button to shut down 


the machine. Before he had a 
chance to activate the button, the 
heavy canvas cover flew out of the 
machine, knocking the attendant 
down after spinning him around 
several times. He was badly shak- 
en; but, by luck, he escaped seri- 
ous injury. | 

The cover, used to prevent 
laundry from rising above the 
level of the rotor, apparently freed 
itself from under the lip of the 
stationary outside shell. Centrif- 
ugal force pushed it out of the 
machine, through the edge of the 
closed lid. 

According to the manufacturer, 
this is a very rare accident. Con- 
trols are available which will auto- 
matically shut off the extractor 
in the event it develops excessive 
vibrations due to dynamic unbal- 
ancing. This machine did not have 
such a control. However, the fol- 


lowing precautions should be 


taken: 
1. Balance the loaded rotor 
statically. 


2. Fit the cover into place care- — 


3. Observe the operation close- 
ly, particularly until it reaches 
full speed. Be aware that a rotor 
which balances before it is spun 
will not necessarily stay in balance 
while it is being spun.—Safety- 
Script, Mississippi Hospital Asso- 
ciation, Aug. 8, 1955. s 
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THE INSIDE STORY... 


Ane 


and get the best Hospital Floor Treatment and 


Maintenance Program that’s within your budget 
—how to bring your floors into peak condition and Ask for a Survey on your floors, by 


your nearby Hillyard “Maintaineer”.® 

keep them that way. Finest quality Hillyard This service is without charge or obligation- 
| : -a Nation-wide staff of Hillyard 

Products cut labor time—and assure actual 
consultants) “on your staff 
not your payroll.” There's a 
a “Maintaineer” near 
you to help you plan Za 
the most efficient, 
economical floor 


savings of maintenance dollars! — 
A Hillyard Floor Survey is made up specially 
_ for you and your floor problems. It takes into 
account the type of flooring material, the 


treatment = 
floor’s location, the kind and amount of floor for YOUR # 


traffic, and your standards for appearance 


ST. JOSEPH, 
MISSOURI 


Passaic, N. J. 
Sen Jose Calif. 


Branches in Principal Cities 
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All four legs (walls and other 
furniture, too) protected by 
rubber bumpers like these. 
Notice that these bumpers are 
a built-in, intricate part of the 
table — cannot be lost. 


Crank handle is on top of table 
for ease of operation, yet is 
designed so as not to snag 
attendants clothing or the 


bedding. 


Stainless steel scuff plate re- 
duces maintenance costs by 
protecting finish from scuffing. 


(Optional ) 


Patients appreciate the easy, 
double-action of this center 
section which adjusts to three 
different angles on each side. 
Exclusive safety feature pre- 
vents mirror from accidentally 
falling or being knocked flat 
—an accident which might 
break the mirror or the 
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Every piece of Hard hospital furniture is built 
around specific features. SAFETY 
for both patients and attendants alike. 

@ EFFICIENCY — designed to do its 
job efficiently, including both ease of use by 
attendants and convenience and comfort of pa- 
tients. @ EASE OF MAINTENANCE 
—resulting from thoughtful design, sturdy 
construction, durable, chip-resistant finishes 
and intelligent use of scuff plates and bumpers. 


@ STYLING — pace setting styles that» 


make the Hard line the most attractive, most 
practical and most comfortable in the entire 
industry. @ GUARANTEE — Hard's 75 
years of experience plus its reputation for top 


naw HARD FEATURE 


OVERBED TABLE 


Like every piece of Hard Hospital Furniture, 
this overbed table meets a// five hospital 
requirements. 


HARD ) FEATURE 


HOSPITAL FURNITURE 


quality is your best guarantee of hospital 
furniture. 

Every piece of Hard @ Feature Hospital 
Furniture has been designed with the help of 
the Hard Panel of Hospital Experts. This 
panel made up of administrators, doctors and 
nurses carefully check every Hard design and 
every new Hard product. Panel approval as- 
sures you that every piece of Hard hospital 
furniture meets every hospital requirement. 
When you equip with Hard hospital furniture, 
you follow the lead of outstanding hospitals 
the country over. | 
HARD MANUFACTURING COMPANY 

BUFFALO 7, NEW YORK 


Shown below is Hard’s © Feature Omega Room Group 


MANUFACTURING 
COMPANY 
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NEWS 


OFFICIAL NOTES 


The Board of Trustees has ap- 
proved certa‘n principles to gu de 
the development of legislation for 
the health needs of the aged, re- 
cipients of public assistance and 
the dependents of servicemen. 
The House of Delegates subse- 
quently approved these statements 
at its Atlantic City meetings, Sept. 
19-21, 1955. 

The statement concerning the 
recipients of public assistance is 
published below. The other state- 
ments will be published in subse- 
quent issues of HOSPITALS. 

1. The recipients of health serv- 
ices shall be defined as those per- 
sons who are on the public assist- 
ance rolls in each individual state. 
2. The program shall avoid any 
direct payment by the federal 
government to the individual re- 
cipient or to any institution or 
individual providing health serv- 
ices. 

3. The grant of federal funds shall 
be to a single state agency. 

4. The administration of funds 
may be handled by the state agen- 
cy in one of the following three 
Ways: | 

a) The state agency may ar- 
range for coverage of the recipi- 
ents of health services through 
the mechanism of nonprofit volun- 
tary health insurance organiza- 
tions. 

b) The state agency may ar- 
range for nonprofit health insur- 
ance organizations to act as admin- 
istrative agencies to be reimbursed 
for the cost of health services ren- 
dered and agreed costs of admin- 
istration. 

c) If, in the judgment of the 
state agency, administration of the 
program of health services re- 
quired by persons on public as- 
sistance rolls cannot be provided 
under paragraphs a) or b) above, 
then the state agency may ar- 
range for direct payment to insti- 
tutions and individuals rendering 
health services. This might be 
handled through the pooled fund 
method. 

5. Any grant-in-aid program with 

federal funds being matched by 

the states should, to the extent 
(Continued on page 150) 
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AHA PRESIDENT Ray E. Brown turns first shovel of earth at ground breaking ceremonies 
for Association Headquarters and Center for Hospital Affairs, Lake Shore dr. at Pearson 
st., Chicago. Left to right are Northwestern University President J. Roscoe Miller; Mayor 
Richard J. Daley of Chicago; Rt. Rev. Msgr. John W. Barrett, director of Catholic Hos- 
pitals, Archdiocese of Chicago, and Dr. Edwin L. Crosby, AHA director. 


More than 200 persons were on hand November 9 for ground breaking 
ceremonies for the. American Hospital Association Headquarters and 


Center for Hospital Affairs, Chicago. 


Participants included AHA President Ray E. Brown; Mayor Richard 
J. Daley of Chicago; Dr. J. Roscoe Miller, president of Northwestern 


University, and Dr. Herman N. 
Bundesen, president of Chicago’s 
Board of Health. 

Honor of scooping the first 
shovelful of earth -went to Mr. 
Brown, who performed for a host 


of photographers and a permanent 


color film record of the event for 
the Association archives. He de- 
scribed the ceremonies as “a his- 


toric moment in the growth of the © 


American Hospital Association, 
and for the hospitals of the United 
States and Canada.” He added, 
“It is, we trust, even more signifi- 
cant for the people of our nations 
to whose welfare we are dedicated.” 

Mr. Brown said, “Hospitals and 
the American Hospital Association 
must be ready not only to accept 
the offerings of the world of sci- 
ence, but must also contribute to 
the world of science... . This means 


more than simply improving the 
hospital service already available. 
It means that we must broaden 
our horizon of service.” 

The AHA president cited smaller 
hospitals as “a foundation stone of 
the nation’s health.’ The American 
Hospital Association, he said, has 
“already taken steps to give them 
more help,” and he pledged further 
aid. 

Mayor Daley, who termed the 
chill November breeze a justifica- 
tion of Chicago's “Windy City” 
reputation, said that construction 
of the Headquarters and Hosp tal 
Affairs Center would “add to Chi- 
cago’s already great lustre as a 
health center.” 


He told assembled hospital lead- 


ers and civic officials that “the 
American Hospital Association has 
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MR. BROWN owaits turn as Dr. Miller signs ~~ for building site on behalf of ited 


ern University. Standing by (I. to r.) ore Dr. H 


. Coon, AHA trustee and superintendent 


of University Hospitals, Madison, Wis.; Dr. Front | R. Bradley, AHA's immediate past presi- 
dent and director of Barnes Hospital, St. Louis; Joseph G. Norby of Milwaukee, member of 
the Committee on Headquarters Building; Maurice J. Norby, AHA deputy director; John 
N. Hatfield, Association treasurer, chairman of the building committee and director of 
Passavant Memorial Hospital, Chicago; Msgr. Barrett, and Dr. Crosby. 


been located in Chicago for 35 
years, and the city is pleased 
that this great organization repre- 
senting the hospitals of the United 
States and Canada has seen fit to 
construct its new headquarters 
building here.” 

Dr. Miller observed that the 
ground breaking ceremonies “mark 
the first step in the construction of 
another addition to Chicago as a 
great medical center.’’ He said, 
“We welcome as a neighbor an 
organization which already has ac- 
complished so much_ to promote 
the public welfare through the 
development of better hospital 
care for all people.”’ 

Dr. Miller added, “The central 


purpose of the AHA and the cen- 
tral purpose of the Northwestern 
Medical Center and all institutions 
associated with it are one—to pro- 
mote the general welfare by work- 
ing together for better health. I 
am sure our past accomplishments 
are but the prelude to an even 
greater future, a greater future 
that will come into being in signifi- 
cant part through the activities and 
programs of the American Hospital 
Association.” 

Dr. Edwin L. Crosby, AHA di- 
rector, presided at the ceremonies. 
The invocation was offered by the 
Rt. Rev. Msgr. John W. Barrett, 
director of Catholic Hospitals of 
the Archdiocese of Chicago. 


WASHINGTON REPORT 


One year ago, the dominant 
health issue before the first session 
of the 84th Congress was the Ad- 
ministration’s reinsurance propo- 
sal. As the session progressed, re- 
insurance and a principal part of 
the Administration’s health pro- 
gram were sidetracked in Con- 
gressional committees. 

Now, one month before the 84th 
Congress reconvenes for its final 
session, there is no single dom- 
inant health issue. Reinsurance 
and other controversial health 
measures, however, will be carried 
over from the first session. A brief 
listing of some of the more im- 
portant health measures intro- 
duced in the first session, but not 


acted upon, gives some indication 
of the scope of health legislation to 
be acted upon in this presidential 
election year. 


BILLS PASSING ONE HOUSE ONLY 


Disability Insurance—The House 
passed, 372 to 31, a series of 


amendments to the Social Security — 


Act, including compulsory disabil- 
ity insurance for disabled workers 


‘who reach the age of 50. This bill 


is pending in the Senate Finance 
Committee, and Sen. Byrd (D-Va) 
has indicated his plans to hold ex- 
tensive hearings. 

Laboratory Research Facilities— 
This Senate-passed bill is pending 
before the House Interstate and 


Foreign Commerce Committee. It 
proposes a three-year grant pro- 
gram of $90 million to schools of 
medicine, dentistry and osteopathy, 
and to hospitals for constructing 
research facilities for the study of 
certain specific diseases, such as 
cancer. 

Water Pollution Grants — The 
Senate voted $2 million annually 
in grants to prevent pollution of 
water systems. The House Public 
Works Committee has held hear- 
ings on the bill and has reported 
it favorably to the House Rules 
Committee. 


‘NOT ACTED ON, EITHER HOUSE 


Reinsurance 

Federal Aid to Medical 
Education 

Practical and Professional 
‘Nurse Training 

Amendments to the Biologics 
Control Act 

Military Dependents’ Med- 
ical Care 

Federal Workers’ Health 
Insurance 

Mortgage Loan Guarantees 

Military Medical Scholar- 
ships. 

Out of this backlog of health 
legislation, plus new legislation 
introduced in the second session, 
both Democrats and Republicans 
will pattern their health programs 
for 1956. 


In a recent television interview, 


Secretary Folsom of the Depart- 
ment of Health, Education, and 
Welfare said that he planned no 
major changes in the health pro- 


gram submitted by the Adminis- | 


tration last year. He did indicate, 
without specifying details, that 
there might be some modification 
of the reinsurance proposal. 


HEALTH OFFICERS MEET 


State and Territorial health of- 
ficers held their 54th annual con- 
ference in Washington Nov. 6-11. 

A special session of state med- 
ical and hospital facilities survey 
and construction authorities re- 
viewed progress made under the 
Hill-Burton Program. The health 
officers voted to recommend exten- 
sion of the Hill-Burton Hospital 
Survey and Construction Act to 
June 30, 1960. The Act is due to 
expire in June 1957. 

It is expected that bills will be 


introduced into this session of Con- 


gress to authorize such an exten- 
sion of the Act. 
Dr. John W. Cronin, chief of 
(Continued on page 148) 
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Idaho Hospitals Define Stand 
Regarding Specialist Contracts 


During its annual meeting in 


Pocatello October 11, the Idaho 


Hospital Association endorsed fi- 
nancial relationships between hos- 
pitals and certain medical special- 
ists made by whatever means will 
“best meet the local situation with 
due regard to the needs of the 
patient,.the community, the hospi- 
tal and the physician.” 


The Association saw as an inte-_ 


gral part of the hospital’s service 
to patients such special services as 
anesthesiology, pathology and ra- 
diology. “These services,” stated 
the resolution, “must be furnished 
at the lowest cost reconcilable 
with high quality of service.” 
The Association called for a 
“reasonable” relationship of in- 
come to operating costs of these 
specialized departments, the costs 
to include “compensation to any 
physicians working in or in charge 
of the department, the direct costs 
of operating it, and the reasonable 


pro-rate share of the general hos- 


pital operating expenses.” 
Professional evaluation of the 
physicians so involved, continued 
the resolution, must be the “re- 
‘sponsibility of the hospital’s medi- 
cal staff, acting within the rules 
and regulations established by the 
governing board of the hospital.” 
- In a separate resolution, the 
Association instructed its counsel 
to request the Idaho attorney gen- 
eral to “withdraw or revise his 
outstanding opinions on whether 
a hospital is practicing medicine 


. .’ In response to a letter from — 


the State Board of Medicine, the 
attorney general in May 1954 stat- 
ed he had come to an “inescapable 
conclusion . . . that the hospital, 
and not the patient, compensates 
the practitioner for services ren- 
dered” in hospital radiology, pa- 
thology and anesthesiology. | 
The attorney general stated that 
“a hospital, if organized for hospi- 
tal purposes, may erect, own and 
provide facilities for medical and 
surgical treatment. However, such 


powers do not allow or include the 


practice of medicine and surgery.” 
His opinion suggested as a pos- 


sible solution the creation of a. 


“landlord-tenant” relationship be- 
tween licensed practitioners and 
the hospital. “There may be other 
arrangements,” continued the at- 
torney general, “but whatever the 
arrangement is, it should be one 
whereby the doctor-patient rela- 
tionship exists.” 
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DECISION EXPECTED SOON— 


Iowa Hospital-Physician Case Closes 


Testimony in the Iowa hospital-physician court dispute ended. No- 
vember 4 with attorneys for both sides presenting their final arguments. 

A decision by Judge C. Edwin Moore was expected in late November. 
Appeal to the Iowa Supreme Court is expected. 

The plaintiff Iowa Hospital Association and 34 member hospitals 


seek to overturn a 1954 attorney 
general opinion that hospitals hir- 


ing certain medical specialists to 


operate laboratories are practic- 
ing medicine illegally. 
_ The hospitals hold maintenance 


and operation of laboratories to 


be within the scope of the lowa 
licensure law. They contend the 
attorney general was not fully in- 
formed of all relevant facts when 
delivering his opinion. 

Closing arguments for the plain- 
tiff hospitals summarize testimony 


they contend proves that: 


» Nonprofit hospitals are unique 


social organizations. 


» The role of the pathologist and 


| radiologist is inherently different 
‘from that of the clinical physician. 


>» The present pattern of hospi- 
tal operation has evolved naturally 
as a reflection of developments in 
medical science, as well as indi- 
vidual needs and problems pecu- 
liar to the local hospital. This 
results in a variety of contractual 
relationships between medical 
specialists and the hospitals, and 
indicates the need for continued 
legal latitude in development of 
these relationships. 

> Many acts performed within 
the hospital can be termed “not 
exclusively the practice of medi- 
cine”’; that is, they may be medical 


practice if performed by the doc- 


tor and not medical practice if 
performed by some lay person. 

» Court decisions in previous 
cases have recognized the unique 
social nature of nonprofit hospi- 
tals and have exempted them from 
provisions of the Medical Practice 
Act. 

» A ruling adverse to hospitals 


' would have catastrophic effect 


upon the present quality and cost 
of hospital service, and also on 
the future provision and develop- 
ment of these and similar services. 

Defendants in the action are the 
Iowa Association of Pathologists, 
the State Board of Medical Exami- 
ners and individual Board mem- 
bers. The Iowa Radiological Soci- 
ety and the Iowa State Medical 


BULLETIN 
Judge C. Edwin Moore ruled No- 


vember 28 that the plaintiff hospitals. 


have been engaged in the practice of 
medicine. 

The ruling stated, “it is the conclu- 
sion of the court that plaintiffs are not 
entitled to operate pathology and x-ray 
laboratories merely because they have 
done so for many years... 

“If the non-profit corporations 
operating hospitals are to practice 
medicine it is for the legislature to 


The court concluded: “That the 
work done by the pathologist, radiol- 
ogist and the technicians . . . consti- 
tutes the practice of medicine. 

“That... the privilege of practic- 
ing medicine is a personal one requir- 
ing qualifications which cannot be met 
by a corporation. | 

“That the plaintiff hospitals are not 
excluded from the requirements of the 
lowa Practice Acts on the basis that 
they are non-profit corporation .. . 

“That the plaintiff hospitals .. . 
have been engaged in unauthorized, 
unlicensed and illegal practice of med- 
icine.” 

A spokesman for the lowa Hospital 
Association said that an appeal to the 
Supreme Court was probable, but that 
it hinged on a careful study of the 
ruling. 


Society have intervened in behalf 
of the defendants. 


Their closing arguments cen- 


tered on two main points: 

» Laboratory and x-ray depart- 
ment operation constitutes the 
practice of pathology and radiol- 
ogy by pathologists and radiolo- 
gists. As such, the state’s Medical 
Practice Act prohibits hospitals 
billing patients for these services. 

>» Hospital corporations are le- 
gally similar to those commercial 
corporations which courts have 
prohibited from employing _ li- 
censed practitioners and advertis- 
ing the availability of their serv- 
ices, by application of the Act. 

Final witnesses appearing in be- 
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half of the Iowa Hospital Associa- 
tion during its rebuttal were Dr. 
Albert W. Snoke, director of 
Grace-New Haven (Conn.) Hos- 
pital, and James A. Hamilton, pro- 
fessor of hospital administration 
at the University of Minnesota, 
Minneapolis. Dr. Snoke is presi- 


dent-elect of the American Hos- | 


pital Association and Mr. Hamil- 
ton a former AHA president. 


In response to questioning, each . 


testified that his appearance did 
not signify AHA participation. 
Policy-making bodies of the 
American Medical Association, Dr. 
Snoke declared, have approved 
any local financial arrangements 
between hospitals and their phy- 
sician specialists “so long as phy- 
sicians’ services are not exploited.”’ 
In hospitals throughout the na- 
tion, he said, “you can find exam- 


ples of every conceivable (type of) 


remuneration” between hospitals 
and pathologists. He termed these 
“perfectly proper’ if neither hos- 
pital, physician nor patient is be- 
ing exploited. 

He said it would be unfortunate 
if a legal straightjacket were im- 
posed, eliminating flexibility in hos- 
pital-physician relationships and 
preventing adjustments to meet 
local conditions. 


CHICAGO MEETING 


Dr. Snoke described how he and 
Dr. Walter Martin of Norfolk, Va., 
then president of the American 
Medical Association, suggested 
during a Chicago meeting that the 
Iowa Hospital Association and 
State Medical Society ask the at- 
torney general to withdraw the 
controversial opinion. 

Dr. Francis C. Coleman, pres- 
ident of the Iowa Association of 


Pathologists, preferred a “trial 


period” to see whether the hos- 
pitals and specialists could reach 
satisfactory arrangements under 
the attorney general ruling. 

Dr. Snoke said that Dr. Coleman 
took the position that if satisfac- 
tory arrangements could not be 
reached, then he (Dr. Coleman) 
and other medical representatives 
would join hospital representatives 
in seeking withdrawal of the 
opinion. | 

Dr. Snoke said he did not know 
why the Iowa Hospital Association 
filed action within 90 days of the 
Chicago meeting. 

Quizzed under cross examina- 
tion as regards acts in hospitals, 
he said the practice of medicine 
“depends on who is actually using 
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RAY E. BROWN TELLS REGIONAL GROUP— 


Hospital Costs Will Continue to Climb 


Hospital costs will continue to increase at about 5 per cent annually 
for many years unless there is a very significant decrease in the general 
economic situation, President Ray E. Brown of the American Hospital 
Association told the 15th annual conference of the Maryland-District of 
Columbia-Delaware Hospital Association last month. | 

He said that the annual cost increase could be held to a yearly incre- 
ment of 5 per cent “only by the best efforts of hospital boards, adminis- 


the conclusion in the care of the 
patient.” He maintained that this 
person would be the attending 
physician. 

Dr. Snoke said under cross ex- 
amination he would “challenge” 
the contention that the quality of 
medical care is lower if provided 
by a salaried physician. “I can- 
not differentiate between the 
dedication and the ability” of 
physicians paid by salaries from 
hospitals or by patients’ fees, he 
testified. 

Dr. Snoke also testified on what 
he termed “a big bugaboo that’s 
being thrown up’’—the contention 
that the lay board of the hospital 
can tell the salaried doctor how to 
practice medicine. The hospital 
medical staff, he said, is “given the 
authority to control the medical 
practice” by the board of trustees. 

Mr. Hamilton testified that en- 
forcement of the present Iowa 
attorney general opinion in his 
estimation “‘could be a very dan- 
gerous thing.” Trustees and pri- 
vate contributors to nonprofit hos- 
pitals might “diminish their sup- 


port,” he said, if they felt they 


were donating even indirectly to 
the private gain of medical special- 
ists. 

Withdrawal of such support, he 
added, could lead to “disintegra- 
tion” of the nonprofit hospital. 

Mr. Hamilton expressed under 
cross examination his opposition 
to any hospital-physician arrange- 
ment that would place hospitals in 
a “straitjacket” regarding their 
ability to make future services 
available to patients. 

Dr. Walter C. Abbott, Des 
Moines neurosurgeon and vice 
president-of the State Medical So- 
ciety, reappeared on the stand 
briefly for the defendants. He 
testified to a different interpreta- 
tion of the Chicago meeting. It 
was not his understanding, he 
said, that Dr. Martin suggested to 
Iowa physicians the withdrawal of 
the attorney general opinion as 
the road to agreement between 
hospitals specialists. 


trators, medical staff and all of the 
members of the hospital team.” 
The factors supporting his fore- 
cast, he said, “are built into the 
nature of the hospitals’ operation. 
The chief factor, and one around 
which the other factors revolve, 
has to do mostly with the fact that 
hospitals are personal service in- 
stitutions. Personal service spells 
people instead of machines ... 
“The opportunities for alterna- — 
tive use of machines when the cost 
of labor exceeds the cost of a 
machine are not too abundant. 
in the hospital. The same is true 
of the opportunities for increasing 
the productivity of our workers 


Dr. Russell A. Nelson, director of the 
Johns Hopkins Hospital, Baltimore, is new 
president-elect of the Maryland-District of 
Columbia-Delaware Hospital Association. 

Elected first vice president was Victor F. 
Ludewig, superintendent of George Wash- 
ington University Hospital, Washington. The 
second vice president is Sister Mary Thomas, 
administrator of Baltimore's Mercy Hos- 
pital; and the third vice president is 
Wilbur C. Anderson, executive director, 
Emily P. Bissell Sanitarium, Wilmington. 

Secretary of the Association is Maurice 
W. J. Abraham, administrator of Kent Gen- 
eral Hospital, Dover, Del. C. Parker Shep- 
pard, comptroller of Lutheran Hospital, 
Baltimore, was reelected treasurer. - 

During the meeting, Glenn A. Fisher was 
installed as president, succeeding Fred A. 
McNamare. Mr. Fisher is administrator of 
Nanticoke Hospital, Seaford, Del. 


by introducing improved equip- 
ment and the introduction of the 
rapidly developing science of au- 
tomation.”’ 

“Most industries have increased 
productivity per man hour at an 
annual rate of over 2 per cent for 
many years,” Mr. Brown said. 
“Since 1946, the increase has aver- 
aged 2.9 per cent per year for the 
nation as a whole. This increased 
productivity has been the cushion 
by which much of the increased 
wages to labor have been absorbed 
. . . The nature of the hospital’s 
work provides little opportunity 
for such productivity gains. None- 
theless, hospital salary levels are 
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consider cost, 


—complete 
satisfaction 


Faultless epiderm surgeon’s gloves have some- 
thing for all concerned with purchase or use .. . 


Faultless for Administration — 
epiderm gloves save money. Special 
compounding means unusual strength, 
tear resistance. Gloves exceed U.S. 
Government specifications ZZ-G-421a. 
Stand repeated autoclavings ‘without 

| important loss of original tensile 
strength, elongation. 


Faultless for Doctors and Nurses — 
anatomically correct shape, uniform 
gauge throughout glove for freedom 

of hand movement, complete comfort 
even during extensive surgery. 
Tissue thinness for extra sensitive 
fingertip feel. Color size band, 

added protection from roll down. 


Faultless for Those Who Sort 

and Pair — bright color bands about 
¥%” above glove roll make sorting 
quick and accurate. Five vivid colors 
for the different sizes. 


For cost, comfort, complete satisfaction, 
Faultless epiderm surgeon’s gloves can’t be beat. 
Made only of the very finest latex, available in 
white or brown, sizes 61% to 10. Ask your surgical 
. supply dealer or write: 


THE 


RUBBER COMPANY 


Ashiand, Ohio 


! | Exclusive Sales Representative 
| Homer-Higgs Associates, Inc., 385 Fifth Avenue, New York 16, N. Y 
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tied directly to general salary 
levels. 

“Under such circumstances, 
every round of salary increases 
constitutes a direct increase in hos- 
pitals’ costs. Over the years 
ahead, as the general labor force 
receives its rightful share of the 
proceeds from increased produc- 
tivity, the hospitals and other 
personal service industries will 
be compelled to give the same re- 
wards without the full benefit of 
such increased productivity ... 

“It is inescapable that the costs 
of hospital care will follow very 
closely the constantly increasing 
real wage of industry. This means 
that while a day’s work will each 
year buy an increasingly larger 
amount of most things, it will 
not buy the worker an increased 
amount of hospital care.” 

In another session, Malcolm C. 
Hope, chief, General Engineering 
Program, Division of Sanitary En- 
gineering Services, Public Health 
Service, described some of the 
newer testing programs in food 
sanitation. He said that there were 
many bactericidal dgents on the 
market but that there had been 
no good field tests of these agents 
and that the Public Health Serv- 
ice had no opinion on the efficacy 
of these proprietary products. - 

At the business session of the 
Association, Harvey H. Weiss, ex- 
ecutive director, Sinai Hospital of 
Baltimore, reported that an in- 
crease in the payments by govern- 
ment for the care of indigent and 
medically indigent in hospitals was 
going to be forthcoming. 


Joint Blood Council Formed; 
Set Up National Headquarters 


The Joint Blood Council an- 
nounced establishment November 
1 of its national headquarters in 
Washington. Dr. Frank E. Wilson, 
former director of the American 
Medical Association’s Washington 
office, has been elected executive 


vice president and secretary. 


The Council is a voluntary 
group formed by the five national 
associations principally concerned 
with procuring, processing, pre- 
serving and distributing blood and 
blood derivatives. Its objective is 
to coordinate all activities in the 
field, including blood interchange, 
standardization of cross-matching 
and typing procedures, accredita- 
tion and inspection of blood banks, 
stimulation of blood donor cam- 
paigns and, encouragement of re- 
search, 
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Joined in the new venture are 


the American Association of Blood 


Banks, American Hospital Asso- 
ciation, the AMA, the Red Cross 
and the American Society of Clin- 
jcal Pathologists. 

Dr. Leonard W. Larson of Bis- 
marck, N. D., representing the 
AMA, is president of the Council. 
Dr. Merlin L. Trumbull of Mem- 
phis, American Association of 
Blood Banks, is vice®president, and 
Dr. Karl S. Klicka of Chicago, 
AHA, is treasurer. 


Sign Out-of-Court Agreement 
In Washington Suit by Dr. Mousel 


An out-of-court agreement was 
signed September 30 in the Wash- 
ington state case filed by Dr. Lloyd 
H. Mousel, Seattle anesthesiologist. 
against eight medical groups and 
their officers. 

Dr. Mousel, director of the de- 
partment of anesthesiology and 
oxygen therapy at Swedish Hos- 
pital, Seattle, had charged conspir- 
acy by these groups to prevent him 
and other such specialists from 
rendering services of any type on. 
salary to any hospital in the city 
and in King County. 3 


The case was originally sched-— 


uled for trial October 10. Settle- 
ment agreements were signed 
following postponement. The 
agreement proposes a hearing “as 
near as practicable to December 
15,” at which time the suit pre- 
sumably will be withdrawn if 
terms of the settlement are ful- 
filled. 

The agreement states in part: 

“No salary, stipend or other form 
of compensation shall be paid by 
the hospital (either directly or 
indirectly) to Dr. Mousel or any 
other anesthesiologist for medical 
services rendered by them directly 
or indirectly to patients, including 
the supervision, assistance, advice 
or guidance of nurse anesthetists 
for whose services the hospital 
makes a charge to patients. In any 
case where Dr. Mousel personally 
supervises, assists, advises or guides 
a nurse anesthetist administering 
anesthesia, or renders professional 
services to the patient preliminary 
or subsequent thereto, Dr. Mousel 


shall make a reasonable charge 


to the patient for the performance 
of such services except in those 
eases where in Dr. Mousel’s pro- 
fessional judgment no _ charge 
should be made, and any other 
anesthesiologist rendering such 
services may make such a charge 
to the patient if he so desires. 

“In such cases the hospital may, 


with the consent of the anesthesi- 
ologist involved. bill the patient in 
his behalf and as his agent, and 
shall remit all receipts therefor 
to him. In such cases the amount 
being billed for the anesthesiolo- 
gist’s services shall be. clearly 
identified as such and separately 
stated on the face of the bill. The 
contract between the hospital and 
Dr. Mousel will provide that such 
billings will be made by the hos- 
pital as his agent. No charge will 
be made by the hospital to any 
patient, nor rebate accepted by 
the hospital for services rendered 
to that patient by any anesthesiol- 
ogist or anesthesiology resident.” 
_ The hospital is allowed to charge 
the anesthesiologist for “all direct 
and indirect expenses incurred... 
plus a reasonable allocation of 
depreciation (but not including 
any loss of income, loss of profit, 
or any compensation paid to any 
anesthesiologist by the hospital for 
the teaching and training of anes- 
thesiology residents), directly at- 
tributable to the maintenance of 
said anesthesiology resident train- 
ing program.” 

On its part, the King County 
Medical Society board of trustees 
agrees to recommend that Dr. 


Mousel be admitted to its member- — 


ship and membership in each of 
the following groups: Washington 
State Society of Anesthesiologists, 
Inc., Washington State Medical 
Association, King County Medical 
Service Bureau, American Society 
of Anesthesiologists, American 
Medical Association. 

Dr. Mousel’s complaint, filed 
June 9 in King County Superior 


Court, alleged that his application 


for membership in the county 
medical society had been thrice 
turned down because of the salary 
arrangement he had with Swedish 
Hospital. He also stated his mem- 
bership in the American Society 


of Anesthesiologists had been 


dropped and that he had been 
notified the American Board of 
Anesthesiology was considering 
dropping his membership and de- 
certifying him. 


Sociologist Reports Discontent 


With Hospitals Is Widespread © 


Nearly three-quarters of the 
people have a “promounced un- 
favorable reaction” to care given 
them in hospitals, the American 
Public Health Association was 
told November 17. 

The Association, gathered in 
Kansas City for its 83rd annual 
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tools, and their tools are almost perfect. He’ll live because 
today’s medicine is better. And safer. Like the fluids 
feeding down into his vein right now. Almost forgotten 
are problems of pyrogens, or potency or contamination. 
The worry has been taken out by the manufacturer. 

If any drugs belong in the “‘miracle’’ class, today’s 
modern I.V. fluids surely do. Uniform, sterile, — 


stable indefinitely, they have become the life- 
stream of the sick. The label is your trust. Obbott 


the patient wall live He’ll live because today’s surgical teams know their 
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meeting, heard a preliminary re- 
port by Florida sociologist Ear] 
Lomon Koos on a survey indicat- 
ing that 82 per cent of the people 
think hospital costs too high and 
71 per cent think hospital care 
unsatisfactory. Sixty-four per cent 
indicate they feel today’s physi- 
cian lacks “the human warmth of 
the oldtime general practitioner 


(who possibly knew less about 


medicine but more about his pa- 
tients),” according to Mr. Koos. 

The survey, on urban health at- 
titudes and behavior, has been 
conducted under grants from the 
National Institutes of Health, 
Bethesda, Md. The preliminary 
report covers 1,000 persons inter- 
viewed in a Northeastern U. S. in- 
dustrial city of 350,000, anony- 
mously called ‘‘Metropolis.”’ 

Mr. Koos, professor of sociol- 
ogy at Florida State University, 
Tallahassee, said there appear “no 
mitigating factors” in respondents’ 
attitudes toward hospital costs. 
Responses to questions about hos- 
pital care, however, were “quali- 
fied,” he said. Respondents seemed 
to feel they were “just somebody 
filling a bed,” he added, a reac- 
tion not confined to any one socio- 
logical level. 

He declared that while the hos- 
pital, as well as the doctor, “is 
caught in the coils of an advanc- 
ing medical technology,” many 


ills in hospital-doctor-patient re-. 


lationships today seem to stem 
from the feeling that “the patient 
has been somewhat forgotten in 
the course of hospital progress.”’ 


Quality of Care and Education 


Threatened, ACS Congress Told 


More thar 10,000 surgeons and 
guests were on hand for the 1955 
Clinical Congress of the American 
College of Surgeons in Chicago. 

Featured papers were given by 
Grayson L. Kirk, president of Co- 
lumbia University; Dr. Frank B. 
Berry, assistant secretary of health, 
and Dr. Warren H. Cole, incoming 
ACS president. 

The College’s Board of Regents 
ruled the matter of “excessive 
fees” to a special board committee 
for study. 

Dr. Daniel Collier Elkin of At- 
lanta -was named president-elect 
of the College. 

President Kirk, delivering the 
annual Martin Memorial Lecture, 
said the quality of medical educa- 
tion and medical care for the fu- 
ture are being threatened today 
by abandonment of the principle 
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of fulltime teaching and research 
in medical schools. Too many 
teachers, he warned, are turning 
to private practice, with its greater 
financial reward. 

Dr. Berry, delivering the Tra- 
uma Oration, termed “not good” 
the medical record in the Worces- 
ter, Mass. tornado disaster two 
years ago. “Some hospitals were 
jammed,” he said. “Others stood 
half-empty, awaiting patients. 

“In the confusion that followed, 
entrances and exits became blocked 
with traffic and hospitals were 
overcrowded and failed to send pa- 
tients on to less crowded institu- 
tions . . . Surgeons who had been 
in the war forgot their training 
and hurriedly sutured wounds 
without proper debridement—this 
within a decade of our experiences 
in World War II and Korea...” 


Dr. Berry emphasized sound 


planning for sorting, rapid evacu- 
ation and dispersion in the event 


of disaster. As phases of the pre- - 


paratory program, he outlined: 
>» Local and area-wide coopera- 
tion with civil defense authorities 
in organizing medical personnel. 
» Accumulation and storage of 
medical supplies. 


> Universal immunization 


against tetanus. 

>» Universal blood typing and 
marking, including tattooing of the 
type on every individual. 

> Emphasis on principles of 
traumatic surgery in surgical 
teaching. 

Dr. Carl Walter of Boston, 
speaking on “the operation as a 
bacteriological hazard,” criticized 
hospitals for what he termed a 
campaign of “organized neglect” 
on operating room cleanliness. 

Maids and orderlies, he declared, 
are not doing a thorough job of 
cleaning. They are leaving hidden 
dirt in halls and operating rooms 
that serve as breeding sites for 
airborne bacteria. He termed the 
condition “widespread.” 

Dr. Walter suggested that hos- 
pitals in the past have been able 
to “get by” because antibiotics 
could quickly knock out any in- 
fection that occurred in the sur- 
gical patient. But now, he said, 
there is an increasing resistance 
on the part of many germs. 

The infections are causing in- 
creasing sickness, longer stays in 
hospitals and occasionally a death, 
he said. 

Dr. Walter’s remarks were chal- 
lenged by other surgeons from the 
floor. 


AANA Trustees Deciare 
Nurse Registration Mandatory 


The American Association of 
Nurse Anesthetists has routed the 
following letter to all state boards 
of nurse examiners: : 

“The board of trustees .. . takes 
the stand that administration of 
anesthesia by its members is the 
practice of nursing. To this end, 
all of its members should maintain 
active registration as professional 
nurses in the states in which they 
are working. 

“Because there has been misun- 
derstanding in the past as to the 
function of nurse anesthetists in 
relation to the nurse practice acts, 
it was voted at the business meet- 
ing on Tuesday, September 20. 
1955, to have the bylaws changed 
to make current valid registration 
a mandatory prerequisite to an- 
nual renewal of membership in 
the AANA. Prior to this time, this 
has been implied but not specifi- 
cally stated in the bylaws—all 
applicants having had to produce 
evidence of current registration as 
a professional registered nurse be- 
fore being accepted as candidates 
for the qualifying examination.” 


Public Critical of Other Costs 
More than Medical Expenses 


Forty per cent of the adult popu- 
lation believe food costs are much 
too high. Forty-five per cent be- 
lieve repair charges (on TV, 
autos, etc.) are excessive. Twenty- 
seven per cent are equally critical 
of clothing costs. Twenty-six per 
cent believe the cost of medical 


care is much too high. 


These figures are from a pre- 
liminary report on a national sur- 
vey of opinions and attitudes 
toward medical care just released 
to the pharmaceutical industry by 
Health Information Foundation, 
New York. The survey is being 
conducted under a grant from the 
Foundation to the National Opin- 
ion Research Center of the Uni- 
versity of Chicago. 

George Bugbee, Foundation 


president, said these are partial 


and preliminary results. He said 
that the total study is designed to 
determine how public opinions 
and attitudes affect the use of 
services of physicians, hospitals, 
dentists and the drug industry, as 


- well as voluntary health insurance. 


Of special interest were find- 
ing that: | 

>» While medical costs in general 
come in for less criticism than 
other elements of the cost of liv- 
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ing, the percentage believing med- 
ical costs to be “much too high” 
cite in particular doctors’ fees 
(16%), hospital charges (39%), 
dentists’ fees (24%) and prescrip- 
tions at drug stores (38%). 

» Among those saying drug 


costs are much too high, analysis . 


by education shows little varia- 
tion. Thirty-seven per cent of those 
attending college are critical, as 
are 36 per cent of those attending 
high school and 40 per cent of 


those with grammar school edu- 


cation. 

» Income does not affect degree 
of criticism. Thirty-eight per cent 
with $3,000 income or less say 
drugs are too high, and 37 per cent 
of those with incomes of $5,000 or 
greater are critical. 


Ten State Hospital Associations 
Report Election of New Officers 


Ten hospital asso¢iations have 
recently elected the following offi- 
cers at their annual meeting: 

British Columbia Hospitals’ As- 
sociation: President, J.A. Abraham- 
son, hospital chairman, Queen Vic- 
toria Hospital, Revelstoke; first 
vice president, L. F. C. Kirby, di- 
rector, Royal Columbian Hospital, 
New Westminster; second vice 
president, H. R. Slade, administra- 
tor, General Hospital, Powell 
River; secretary-treasurer, Percy 
Ward, North Vancouver. 

California Hospital Association: 
President, Fred W. Moore, admin- 
istrator, Rideout Memorial Hospi- 
tal, Marysville; president-elect, 
Dr. W. W. Stadel, administrator, 
San Diego County General Hos- 
pital, San Diego; treasurer, Clifton 
H. Linville, administrator, Fresno 
Community Hospital. 

Idaho Hospital Association: Pres- 
ident, Roy C. Stephenson, admin- 
istrator, Latter Day Saints Hos- 
pital, Idaho Falls; president-elect, 
Mrs. Irene Oliver, administrator, 
Magic Valley Memorial Hospital, 
Twin Falls; first vice president, 
Sister Mary Austin, superinten- 
dent, Mercy Hospital, Nampa. 
Owen P. Hatley, administrative 
assistant to the State Board of 
Health, Boise, was reelected sec- 
retary-treasurer. 

Indiana Hospital Association: 
President, Sister M. Vetusa, R.N., 
St. Catherine Hospital, East Chi- 
cago; president-elect, Herbert A. 
Schacht, administrator, Henry 
County Hospital, New Castle; first 
vice president, Olive M. Murphy, 
administrator, Bartholomew Coun- 
ty Hospital, Columbus; treasurer, 
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The right light... 
from any angle 


No. 306 Floor Lamp 
(designed by Raymond Loewy) 


@ Here is a lamp that provides a perfect reading light, whether 
used at the bedside or beside an arm chair. A lamp that gives 
the doctor an unsurpassed light for examination, whether in the 

_. patient’s room or in the doctor’s own offices. A lamp that is equally 
serviceable in the library, solarium, television room or other public 
room. A lamp that can be easily adjusted for indirect lighting 
(with shade inverted) or for minimum light (night light). Also 
the light may be directed away, easily and quickly, through use of 
the “‘swivel-in-base”, when the pa- 
tient tires of reading. 

With all of these conveniences and 
advantages, this new 
lamp is completely safe—listed by 
Underwriters’ Laboratories. The 
shade can be rotated in a complete 
arc without twisting, or even 
moving, the wires. The convenience 
outlet is safe for any appliance. All 
control switches are within easy 
reach of the patient. 

Hiitit-Rom No. 306 lamps are The convenience outlet on the 
available in a selection of six beauti- Hill-Rom No. 306 Lamp is really 
ful new colors. Write for literature _—_ convenient for the doctor in ex- 
and prices. amining a patient. 


HILL-ROM COMPANY, INC. - BATESVILLE, INDIANA 
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Maude M. Woodard, Kokomo. 
Mississippi Hospital Association: 
President, S. Earl Grimes Jr., ad- 
ministrator, King’s Daughters 
Hospital, Brookhaven; president- 
elect, Harry C. Cutler, adminis- 
trator, Montfort Jones Memorial 
Hospital, Kosciusko; treasurer, D. 
A. Lingle, administrator, Jones 
Co. Community Hospital, Laurel. 
Nebraska Hospital Association: 
President, John L. Hurley, busi- 
ness manager, St. Francis Hospital, 
Grand Island; president-elect, Du- 
ane E. Johnson, administrator, 
University Hospital, Omaha: vice 


president, Sister Olive Cullenberg, 
administrator, Immanuel Hospital, 
Omaha; secretary, James A. Can- 
edy, assistant hospital administra- 
tor, Bishop Clarkson Memorial 
Hospital, Omaha. 

Sister Mary Kevin, director of 
nursing at St. Catherine’ s Hospital, 
Omaha, was reelected treasurer. 

Vermont Hospital Association: 
President, Mary M. Ferry, admin- 
istrator, Heaton Hospital, Mont- 
pelier; president-elect, John Stone, 
administrator, Putnam Memorial 
Hospital, Bennington. 

Reelected to the posts of secre- 


INSTITUTIONAL MAATTRESS 
FOR HOSPITAL USE 


SERIES 3000 
INNERSPRING TYPE 


Four sizes available Eight sizes available 


SERIES 4000 
FOAMEX TYPE 


As originators of the SYKO-ETTE Hospital Mattress, 
we designed, constructed, and tested it until it was 
proved, without a doubt, to be SUPERIOR to any 
other Hospital Mattress available. We know that 
SYKO-ETTE is the most economical, durable, and 
comfortable of mattresses — but do YOU? , 
As administrator of your hospital, you are charged 
with keeping operating costs at the most economical 
level consistent with good practice and efficiency. 
You must be SURE before you institute changes. 


M A KE What could be more convincing than to — 
YOUR OWN 


We urge you to send for a sample of SYKO-ETTE mattress 
covering. Test it against the covering of any other mat- 
tress, bar none. Give them equal tests for tearing, burst- 
ing, breaking, abrasion, flammability — and after all these 
tests are complete, make a final one for waterproofness. 


Knowing the results of SYKO-ETTE tests made by a na- 
tionally accepted testing laboratory, we are confident that 
SYKO-ETTE will prove best in every test. Write for sample 


piece today. 


146 


tary and treasurer were Glenn M. 
Corey, administrator, Porter Hos- 
pital, Middlebury, and Gertrude 
K. Trout, administrator, Bright- 
look Hospital, St. Johnsbury. 
Washington State Hospital As- 
sociation: President, Paul S. Bliss, 
administrator, Vancouver Memo- 
rial Hospital, Vancouver; pres- 
ident-elect, Sister Agnes of the 
Sacred Heart, administrator, Prov- 
idence Hospital, Seattle; first vice — 
president, Mrs. Charlotte Dowler, 
administrator, Shelton General 
Hospital, Shelton; second vice 


_ president, Chester Finkbeiner, ad- 


ministrator, Central Washington 
Deaconess Hospital, Wenatchee; 
third vice president, Lillian Mc- 
Donald, administrator, Memorial 
Hospital, Sedro-Woolley. 

Reelected treasurer was Martin 
N. Olsen, business manager of 
Swedish Hospital, Seattle. 

West Virginia Hospital Associ- 
ation: President, James E. Huson, 
superintendent, Camden-Clark 
Memorial Hospital, Parkersburg; 
president-elect, Carl C. Drewry, 
administrator, Raleigh General 
Hospital, Beckley; vice president, 
Sister M. Pia, administrator, Vin- 
cent Pallotti Hospital, Morgan- 
town; treasurer, J. H. Laughlin, 
administrator, Staats Hospital, 
Charleston. 

Wyoming Hospital Association: 
President, Earl S. Ireland, admin- 
istrator, Memorial Hospital of 
Sheridan County, Sheridan; pres- 
ident-elect, James G. Carr Jr., ad- 
ministrator, Memorial Hospital of 
Natrona County, Casper; secretary, 
Elaine McGaugh, R.N., superin- 
tendent, Memorial Hospital of Car- 
bon County, Rawlins; treasurer, 
Ray Watkins, business manager, 
Memorial Hospital of Natrona Co. 


Michigan Hospital Reports 
Treating ‘Missing Patient’ 


A patient using the name Leo 
Lamphere and giving as his ad- 
dress 55 W. 20th St., New. York 
City, was admitted July 12 to Uni- 
versity Hospital, Ann Arbor, Mich. 
He was discharged August 8, leav- 


- ing the hospital to “write off” the 


charges incurred. 

This man said he was born De- 
cember 23, 1913. He is 5’ 8%” tall 
and weighs 258 Ibs. He pre- 
sented a thrombophlebitis of the 
leg: and gave a classical history 
(without questioning) of a pul- 
monary embolus. While in the 
emergency room he “coughed up” 
blood. He was very well versed in 
all signs of pulmonary infarction. 
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Belatedly, University Hospital 
discovered this man was the sub- 
ject of an article, “Missing Hospi- 
tal Patient,” which appeared in 
the March 5 Journal of the Amer- 
ican Medical Association, Vol. 157, 
No. 10, p. 842. His performance in 
this hospital followed that descrip- 
tion exactly. As in the other hos- 
pitals, no positive evidence of chest 
pathology was found. His deport- 
ment on the nursing unit wreaked 
havoc with the staff. 


Dr. Dean W. Roberts to Direct 
Society for Crippled Children 


Dr. Dean W. Roberts of Balti- 
more has been appointed execu- 
tive director of the National So- 
ciety for Crippled Children and 
Adults. 

Dr. Roberts, since 1952 director 
of the National Commission on 
Chronic Illness, succeeds Lawrence 
J. Linck. No date has been set 
on which Dr. Roberts will assume 
his new position. 

Mr. Linck will continue to serve 
the Society as counselor and vol- 
untary trustee-at-large. 


Mrs. Price Named New Director 
At Johns Hopkins Nursing School 


Mrs. Mary Sanders Price of 
Johnstown, Pa., has been appoint- 
ed director of the Johns Hopkins 
School of Nursing and Nursing 
Service, Baltimore. 

She assumed her new position 
December 1, succeeding Anna D. 
Wolf, who retired last June. 

The new director, a 1934 gradu- 
ate of the Johns Hopkins School 
of Nursing, has served in a wide 
variety of nursing positions—di- 
rect patient care, nursing educa- 
tion and administration—at Johns 
Hopkins and other medical insti- 
tutions. 


FCDA Announces Release 
Of 26 ‘Impros’ for Local Display 


Twenty-six improvised hospi- 
tals will be distributed shortly to 
cities in all regions for training 
and display purposes, to aid in 
promotion of the Federal Civil De- 
fense Administration hospital pro- 
gram. 

Selection of the first 26 display 
cities will be made on the basis 
of negotiations between state civil 
defense and FCDA regional offi- 
cials. Displays are subject to rota- 
tion among cities in each region. 

FCDA will pay the cost of 
transporting the “impro” from 
stockpile warehouse to display 
city and for subsequent shipment 
from one state to another. Exhibit 
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CONTINENTAL 


Plasticen Preferred 


COMPLETE PROTECTIVE senvict 


SHEETING, FOR DRAW SHEETS, ETC. 
MATTRESS PROTECTORS, 


Introducing the 


new "ELASTICON” 
mattress protector 
with elastic across corner 


held by reinforced grommets 


 (Under-side of mottress) 


PILLOW PROTECTORS, 


APRONS, Ere. 


SPECIAL INTRODUCTORY OFFER 


Piease send information on special bonus and 
price on “ELASTICON” mottress protector, 
effective through January 1956 only, to 


CONTINENTAL HOSPITAL SERVICE INC. 
18624 Detroit Ave. Cleveland 7, Ohio 


CONTINENTAL HOSPITAL SERVICE, INC. 


18636 DETROIT AVENUE 


CLEVELAND 7. OHIQ 
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maintenance and staffing costs in 
a particular city will be borne by 
the state involved. ‘ 

Hospitals are urged through 
their state hospital association to 
contact local defense officials and 
the director of civil defense health 
services in their state, offering to 
sponsor and support exhibition of 
an “impro” in their community. 


Two State Associations 
Name Executive Secretaries 


Richard P. MacLeish, hospital 
consultant for the Colorado State 
Health Department, has been 
named executive secretary of the 
state hospital association. The Col- 
orado hospital group established a 
full-time secretariat October 1. 

Ralph W. Nelson, former Oregon 
Hospital Association president, be- 
came the Association’s part-time 
executive secretary November 15. 
His mailing address is Northwest 
Hospital Service, 1320 S. . W. 
Broadway, Portland 7. 


Announce March Examinations 
For PHS Officer Appointments 


Competitive examinations for 
appointment of medical officers to 
the regular corps of the United 
States Public Health Service will 
be held March 20-22. 

Candidates will be tested at the 
examining center nearest their 
homes. Applications must be in the 
hands of the Public Health Service 
no later than February 10. 

Application forms and accom- 


panying information on the exam- 


inations may be obtained by writ- 
ing to the Chief, Division of Per- 
sonnel, Public Health Service, De- 
partment of Health, Education and 
Welfare, Washington 25, D. C., or 
from PHS field stations. 


Mrs. Cooksey President-Elect 
Of American Record Librarians 


Mrs. Eddie Cooksey, chief med- 
ical record librarian at Charity 
Hospital, New Orleans, was named 
president-elect of the American 
Association of Medical Record Li- 
brarians during the annual meet- 
ing October in Chicago. 

Installed as Association presi- 
dent was Dorothy Kurtz, chief 
medical record librarian at the 
Columbia - PreSbyterian Medical 
Center, New York City. Sister 
Mary Yvonne, chief librarian at 
Firmin Desloge Hospital, St. Louis, 
was elected first vice president. 
Second vice president is Helen 
Waterman, chief librarian, U. S. 
Naval Hospital, Oakland. 


Dr. Clark President of National 
Commission for Improved Care 


Dr. Dean A. Clark, director of 


Massachusetts General Hospital, 


Boston, has been named president 
of the National Joint Commission 
for the Improvement of the Care 
of the Patient. 

Dr. Clark is one of six American 
Hospital Association representa- 
tives on the Commission. He suc- 
ceeds Mathilda Scheuer, R.N., 
assistant general director of the 
Visiting Nurse Society of Phila- 
delphia, an American Nurses’ As- 
sociation representative. 


Major Ruth A. Robinson Named 
To Head Occupational Therapists 


Major Ruth A. Robinson, AMSC, 
chief of the Occupational Therapy 
Department in Walter Reed Army 
Hospital, Washington, was elected 
president of the American Occupa- 
tional Therapy Association at the 


_group’s annual conference. 


Beatrice D. Wade, associate pro- 
fessor and head of the Department 
of Occupational Therapy in. the 
University of Illinois College of 
Medicine, Chicago, was elected first 
vice president. Wilma L. West of 
Rochester, N.Y. was named treas- 
urer-elect. 


sere 


Washington report 


ities Division, said, “There have 
been nearly 2,600 projects ap- 
proved with 120,000 beds; 1,800 
projects with 85,000 beds have 
been completed and are serving 
their communities. 

“In addition to these new beds, 
550 public health centers, many 
related health facilities and state 
health laboratories have been 
aided in their construction phases. 
This all represents a total expen- 
diture of over $2 billion, of which 
the federal government contribut- 
ed about $700. million.” 

Speaking of experience gained 
from states’ plans for chronic dis- 
ease hospitals, rehabilitation facili- 
ties, nursing homes and diagnostic 
and treatment centers, Dr. Cronin 
said, “These programs are new. 
We need to develop understanding 
about them in the states as well as 
among ourselves, as was done in 
the original Hospital Survey and 
Construction Program.” 

He declared that new levels of 
hospital utilization and reduced 
length of stay are examples of 


changes for which careful plans 
must be drawn. 


SURPLUS PROPERTY 


HEW announced that under the 
government surplus property pro- © 
gram, valued at more than $56 
million, equipment was distributed 
to the states for educational and 
public health purposes during 
July, August and September. 
Items transferred to the states in- 
cluded school and hospital build- 
ing sites, hospital furniture, ma- 
chine tools, laboratory equipment 
and office supplies. 


FEDERAL NARCOTICS LAW 


The Treasury Department’s Bu- 
reau of Narcotics, in an official 
letter, has reminded hospitals that 
under the terms of the Federal 
Narcotic Law every physician or 
practitioner must register and pay | 
a special tax to lawfully admin- 
ister and dispense narcotic drugs 
to patients. A physician who de- 
sires to register under the Federal 
Narcotic Law must do so in the 
state where he practices. Registra- 
tion in one state will not cover his 
activities in another state. 


TAX COURT DECISION 


In a September decision, the 
District of Columbia Tax Court 
ruled that university . property 
transferred without profit is not 
taxable. The particular case in- 
volved was the American Univer- 
sity. In its ruling, the Court stated 
that tax-exempt land owned by a 
university is not taxable when 
transferred without profit to a hos- 
pital association for building pur- 


poses: 


HOSPITAL RESEARCH 


More than 50 applications for 
allocations from the $1.2 million 
federal fund to finance research in 
hospital activities had been made 
to October 21, deadline for the first 
allocations. Requests for- research 
totaling over $2.3 million came 
from universities, hospitals and 
various professional and voluntary 
associations, including the AHA. 

At its December meeting, the 
Federal Hospital Council will 
probably approve between $700,- 
000 and $800,000 in grant applica- 
tions to nongovernmental research 
organizations. The balance of the 
$1.2 million will be allocated dur- 
ing the Council’s spring meeting. 

Final decision on grants will be 
made by the surgeon general of the 
Public Health Service. 
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SELECTIVE SERVICE CALL 


The Department of Defense is 
requesting 119 dentists for induc- 
tion during December and 297 
physicians (since revised to call 
only 150) for induction in Feb- 
ruary 1956. The Secretary of De- 
fense memorandum requests that 
state Selective Service directors 
submit a report on the number of 
physicians who are special regis- 
trants qualified in Class I-A or 
1-A-O, examined, acceptable and 
available as of November 1, 1955. 


Excluded from the list are (1) _ 


physicians who will be 46 years of 
age or older on February 25, 
1956; and (2) physicians who will 
be 35 years of age or older on 
February 25, 1956, and have ap- 
plied at any time for a commission 
in one of the armed forces in a 
medical, dental or allied specialist 
category and have been rejected 
for such commission solely because 
of physical disqualification. 


MEDICAL MUSEUM PROPOSAL 


Senators Lister Hill (D-Ala) 
and John Kennedy (D-Mass) re- 
cently held a conference with pub- 
lic representatives to discuss terms 
of a proposed bill for a museum 


of medical history. Representatives | 


to the special conference included 
the AHA, AMA, American Public 
Health Association and the Cleve- 
land (Ohio) Health Museum. 


STUDY WELFARE, HEALTH PROGRAMS 


The Congressional Joint Eco- 
nomic Committee has commenced 
hearings on social insurance and 
federal welfare and health pro- 
grams under a special subcommit- 
tee headed by Sen. John Sparkman 
(D-Ala). The Congressional com- 
mittee will emphasize problems of 
low-income families. Special top- 
ics to be taken up by the Spark- 
man subcommittee will be: 

(1) Urgent health needs of the 
low-income urban and rural fam- 
ilies; (2) federal aid to make nec- 
essary health care available to 
these low-income groups; (3) 
identifying existing gaps in gov- 
ernment-sponsored economic secu- 
rity programs. 

This Sparkman committee could 
very well prove to be a sounding 
board for Democratic party policy 
in the health field. The AHA will 
submit a statement on its views. 


CARE FOR MILITARY DEPENDENTS 


A high ranking military officer 
has taken a stand against health 
care for servicemen’s dependents 
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hospitals, by military doctors... 


by civilian doctors and hospitals. 

In an address at the’ opening 
session of the 62nd annual con- 
vention of Association of Military 
Surgeons in Washington Novem- 
ber 7, Air Force Surgeon General 


Dan C. Ogle said that “. . . we 


should take the position that a 
major portion of-such care be 
provided in military clinics and 

Gen. Ogle urged Congressional 
enactment of the pending Admin- 
istration military dependent med- 
ical care bill (S.2720) which clari- 


fies governmental responsibility 


for health care of military depend- 
ents. Despite its vagueness in cer- 
tain respects, he indicated it is 
preferable to H. R. 7806 bill of 
Rep. Price (D-Ill) which stresses 
utilization of civilian hospitals 
rather than military. 


HOSPITALS AND PHILANTROPHY 


A report recently issued by 
Social Security Administration in- 
cludes statistics on philanthropic 
support of hospitals and its con- 
tribution to their growth. 

In 1952, living donors accounted 
for 89 per cent of $5 billion con- 
tributed by Americans for all 
philanthropic purposes. Corpora- 
tions gave 8 per cent; the other 3 
per cent came from bequests. 

Approximately 27 per cent of 
the total went to secular health 
and welfare agencies, including 


hospitals and clinics, community 


chests, Red Cross and others. 

Between 1930 and 1945, all hos- 
pital construction in this country 
averaged about $100 million a 
year, with state and local govern- 
ments bearing two-thirds of the 
burden and philanthropy financ- 
ing most of the balance. 

With the postwar advent of the 
Hill-Burton program hospital con- 
struction rose sharply—from $349 
million in 1948 to $867 million in 
1952. Private hospital building 
went from $85 million in 1946 to 
$344 million in 1950 to $394 mil- 
lion in 1952, with philanthropy 
paying about one-half the bill. 


HOSPITAL CONTRUCTION 


First ten months of 1955 wit- 
nessed a substantial gain in pri- 
vate hospital and institutional con- 
struction, compared with same 
period in 1954. On the other hand, 
there was a drop in public hospi- 
tal building. 

According to figures prepared 
jointly by Departments of Com- 
merce and Labor, new construction 
activity totaled more than $36 bil- 
lion, of which $580 million was 
hospitals and institutional: $295 
million private and $285 million 
public. In the first category, a 6 
per cent increase over same period 
in 1954 was noted, in contrast with 


a 9 per cent decline in public hos-. 


pital construction. 


BLUE 


CROSS 


All Member Plans Enrolled 
In Bank, Transfer Agreement 


One hundred per cent partici- 
pation in the Inter-Plan Service 
Benefit Bank and Inter-Plan 
Transfer Agreement—two national 
reciprocity agreements of ap- 
proved Blue Cross Plans—became 
a fact October 1. 

With admission of the Rhode 
Island Plan to the Inter-Plan 
Bank and the New Jersey Plan to 
the Transfer Agreement, subscrib- 
ers of all 86 AHA-approved Plans 
in the United States, Canada and 
Puerto Rico now are covered by 
the national agreements. 

The Inter-Plan Service Benefit 
Bank, started in 1949, provides 
benefits to members of Plans hos- 
pitalized outside their own home 
area. Through the Bank, the sub- 


scriber’s home Plan is charged for 
care received in out-of-area hos- 
pitals. In 1954, the Bank cleared 
241,115 cases, an all-time high, 


- with a payment of more than $30 


million. In all, 937,681 cases have 
been cleared with a _ resulting 
transfer of more than $102 million. 


Entire Indian Tribe Enrolls 
In Blue Cross, Blue Shield 


An Indian tribe has signed up 
for Blue Cross-Blue Shield cover- 
age. 

Effective in mid-November, the 
554 members of the Southern Ute 
Indian tribe, with headquarters at 
Ignacio, Colo., are covered by the 
Colorado Blue Cross and Blue 
Shield Plan. 

Officials of both tribe and Plan 
say this marks the first time an 
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Indian tribe with no financial as- 
sistance from the government has 
joined a private organization for 
hospital and medical care. 


J. A. Rowland Executive Director 
Of Arkansas Prepayment Plans 


The appointment of John A. 
Rowland as executive director of 
Arkansas Blue Cross and Blue 
Shield Plans, effective December 
1, has been announced. Mr. Row- 
land succeeds Mr. Jack L. Redhef- 
fer, who died this past summer. 

Mr. Rowland, 43, is one of the 


founders of the Arkansas Plan 
and served as one of its directors 
for six years. | 


Dr. R. J. Novy Resigns Post; 
Successor is Dr. Haughey 


Dr. Robert J. Novy recently re- 
signed as president of Michigan 
Medical Service, following a long 
and distinguished career in Blue 
Shield activities. 

He is succeeded by Dr. Wilfrid 
Haughey, editor of the Journal of 
the Michigan State Medical Society 
since 1942. 


introducing 


DUROCEL 


The first important advance in the construction of immo- 
bilizing casts since the advent of plaster-of-paris bandage. 


plastic foam bandage for orthopedic use 


-TIMMER MANUFACTURING CO. 


NEW 


NEW 


Comfort for patients 


As a base for plaster casts, Duroce! eliminates 
the need for stockinette, sheet wadding and 
other types of padding. It is more comfortable, 
non-toxic and non-irritating. Skin surfoces stoy 
perfectly normal ond healthy. 


Convenience for Surgeons 


Application of Durocel is exceptionally easy. It 
is applied directly to the skin and conforms 
readily to contours. Costs may be bi-volved, 
autoclaved ond re-copplied. Made in 2”, 3’, 
4", 6” and 12” rolls. Send for full information 
ond somple. 


A PRODUCT OF ELKINS-EWAILL, 
PHILADELPHIA * BALTIMORE 


PATENT PENDING 


WARSAW, IND. 


Look for the trademark @) 
In Canada Available through selected surgical supply dealers or through our Agents, Fisher & Burpe. Ltd 
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ADMISSION-STAY 


The admission rate during Septem- 
ber was 126 inpatients per 1,000 
members. This marks a decrease of 
one per 1,000 members over ex- 


' perience of the previous month. 


The average length of stay for hos- 
pitalized Blue Cross members de- 
creased from 7.47 days in July to 7.40 
days in August. 

Blue Cross Plans provided an aver- 
age 919 days per 1,000 members in 
August. This marks an increase of 
73 days per 1,000 members over the 
July experience. 


OFFICIAL NOTES 


(Continued from page 137) 


possible, provide for matching by 
the political subdivisions of the 
states. 

6. The percentage of federal par- 
ticipation for federal funds on a 
matching basis should vary with 
the wealth of the state, ranging 
from 33 1/3 to 75 per cent. There 
should be no stated dollar limit 
on the federal grants. 

7. The legislation shall provide 
for the issuance of administrative 
regulations and such regulations 
should provide for minimum 
standards of health care to be 
provided. 

8. Responsibility for the adminis- 
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YOU CAN TELL 


THE DIFFERENCE 


BY THE FEEL... 


ANCHOR 
SURGEON’S BRUSH 


Tough . .. Guaranteed to withstand more than 400° 
autoclavings 


_ Gentle...Tufts are soft but firm...specially tapered 
for better scrub-up efficacy with more comfort 


Anchor Brushes weigh only 1% oz... . grooved 
handles for firmer gripping . . . crimped bristles for 
better soap retention . ,. designed for efficient use in 
Anchor’s modern rusts dispensers. 


Anchor Brushes save money for you because of their 
unusual durability and outstanding performance. 
They are the most economical on the market today. 


Order by the dozen or gross from your hospital sup- 
ply firm .. . today! 


Other outstanding Anchor Products... 
the new All-Nylon Emesis Basins 
All-Nylon Drinking Tumblers 


Sold Only Through Selected Hospital Supply Firms aed 


ANCHOR BRUSH 
AURORA, ILLINOIS 

We for Complete Information to Exclusive Soles Agent 
tHe BARNS. COMPAN 


1414-A Merchandise Mart Chicago 54, 
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 BALLY 
WALK-IN 
COOLER 


Heavy insulation | 
keeps operating costs ) 
down. But that’s only one 
of its advantages. It’s the | a 
reason that explains why a Bally i» 


Freezer (for temperatures as low as . 
0° F.). Look for these Bally features: | 


® ALL-STEEL, die formed sections 
inside and outside. 


@ Sanitary Porcelain Shelves are 
adjustable in height. Supported by 


steel brackets made for heavy loads. 
@ Safety door lock ends danger of being locked in. 


® Easy to assemble. Easy to increase in size. Add a new 
section when you need it. 


STEEL CLAD 


COOLERS « FREEZERS 


[———— SEND FOR THIS FREE BOOK! ———— 


Bally Case and Cooler Company, Bally, Pennsylvania, Dept. 
Gendemen Please send me Cut-Away Book illustrating “be 
“$ EASY STEPS TO ASSEMBLE BALLY WAILK.-INS 


\ 
* \ | 
a] \ 
— 
aa 
Brush Dispensers | 
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tration of the program shall be 
‘vested in the surgeon general of 
the United States Public Health 
Service. 

9. The legislation shall set forth 
the broad general principles under 
which the states may participate 
in the program. Each state, to par- 
ticipate in the program, must sub- 
mit a state plan in accordance 
with detailed specifications pro- 
vided by the surgeon general as 
outlined in these broad principles. 
10. There shall be an advisory 


council composed of eight mem- 
bers appointed by the secretary. 
Four of the eight members shall 
be persons who are outstanding in 
fields pertaining to hospital and 
health activities and the other 
four members shall represent the 
consumers of hospital services and 
shall be persons familiar with the 
need for hospital services in urban 
and rural areas. The surgeon gen- 
eral shall consult with and sub- 
mit all specifications and adminis- 
trative regulations to the advisory 


Complete line of Sutures 


Silk 

Gut 

Cotton 

Nylon 
Stainless Steel 


Complete line of Convenient Packaging 


Sterile 
Non-Sterile 
Spools 
Readi-Cut 
Readi-Wound 


Complete line of MTN 
(Minimal Trauma Needles ) 


_Eyeless, stainless steel Needles 
manufactured in Deknatel’s own 
plant. Available swaged on to’ 


all sutures. 


J. A. DEKNATEL & SON, INC. 
Queens Village 29, N. Y. 


Manufacturers of the original NAME-ON BEADS Hospital 
identification 


council for approval. 

11. As one of the possible methods 
of encouraging the states to par- 
ticipate in the provision of care 
for public assistance recipients, a 
special pool of federal funds shall 
be established to be administered 
by the surgeon general for the pur- 
pose of conducting studies of ex- 
perience under the Act and to 
determine improvements in care 
rendered. | 


12. State plans, to be developed 


by each individual state and sub- 
mitted to the surgeon general for 
approval, must provide for mini- 
mum standards of hospital and 
medical care, the kind and eligi- 
bility of hospitals and for care 
rendered only by persons licensed 


under state law to practice medi- — 


cine, surgery and nursing. 

13. The state plan should provide 
for general standards of admin- 
istration. 

14. A state plan must provide that 
it shall be in effect in all political 
subdivisions of the state and, if 
administered by them, be manda- 
tory upon them. 

15. The legislation shall provide 
for an advisory council within 
each individual state in the same 
manner that such council is pro- 
vided for at the federal level. 

16. Federal funds appropriated 
under this Act may be used only 


for the provision of health serv- 


ices to recipients of public assist- 
ance and for no other purpose. 
Federal funds may not be used as 
a substitute for present appropria- 
tions for health services, except in 
a substitute for present appropria- 
states which now provide for full 
cost of health services. 


Celebrates Centennial 


Massachusetts Memorial Hospit- 
als, Boston, celebrated its centen- 
nial last month by staging an 
all-day series of conferences by 
national health authorities. 


CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 


NEW INSTITUTIONAL MEMBERS 
CALIFORNIA 
Santa Cruz—Santa Cruz County Hospital 
LOUISIANA . 
Morgan City—Lakewood Hospital 
MISSOURI 
Fairfax—Fairfax Community Hospital 


HOSPITALS 
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Look behind 
the beauty — 
of America’s 
favorite napkin... 


than snowy-white beauty, 

‘more than soft, draping elegance— h as 
Supersoft disposable dinner napkins 
provide the highly practical qualities 

of extreme absorbency and amazing 

wet-strength that have made them first 

choice in finer restaurants 


everywhere. Ask your jobber * : 
for samples of famous Super- 7 
soft with Cellostrength taday. r | 


* amazing wetstrength with the 
softness of fine old damask 


GROFF PAPER COMPANY 


2300 Endicott $t. $t. Pav! 14, Minn. 


‘ AT Announcing the NEW 


3 Great Ineubators ster. Line BAG 


ARMSTRONG X-4 (Nursery Type) | WITH THE “BUILT-IN” INDICATOR 


X-4 |, BABY INCUBATOR 
| Designed for use in the nursery. aes ; 

proved. 


BAG 


| ARMSTRONG X-P (Explosion-proof) 
X.-p Designed for use in the Delivery 


Room or Surgery. Underwriters’ 
Laboratories Approved. The ONLY sterilizing bag with a “steriline indicator” 


...Wwhich changes color from white te black after autoclaving. 


No longer do you have to guess whether your syringes, 


instruments, or needles have been autociaved. Now, 
ARMSTRONG H-H (Hand-hole) the new “steriLine Indicator” has been added! This 
a proper s 
H-H a and have been met in your autoclave. 
arge incubator wit and-holes 
and a nebulizer is needed. Under- SteriLine Bags are available in usual sizes. 
writers’ Laboratories Approved. Test tor FREE Sample steritine Bags, 
Write for complete details on any or all new development of the Cat 
of these 3 Armstrong Baby Incubators. As tic-T} Piease send tree semptes ond 
(Pease have service representative 
n 
THE GORDON ARMSTRONG COMPANY, INC. Ind : tor Company weies 
508 Bulkley Building, Cleveland 15, Ohio STEAM-CLOK, COON-CHEX Title 
Distributed in Caneda by Ingram ether Hospital 
North Hollywood, California Cty Bane __. 
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NEW YORK 
Gardens Genera! Hos- 
water Memorial Hospital 
Yonkers Professiona! Hospital 
TEXAS 


Cleveland—Leggett Hospital 
Malakoff—Kilman Hospital 


Refugio—Refugio County H 
San Anton . Bened nedict’s 1 
CANADA 
Saint-Jerome, Que.—Hotel-Dieu de Saint- 
Jerome 
Vancouver, B. C.-—The Salvation Army 
Grace Hospital 
PERSONAL 


Becker Jr., Charles — Adm. — Davidson 
County Tuberculosis Hospital—Nashville 

Biz, G. Robert—Student—University of 
Michigan—Ann Arbor 


Boehm Donald—Student—North western 
University—-Chicago 

Boughton, Gordon §&.—Student—North- 
western University—Chicago 

Brenneman, Pauline E.—R.R.L.—St: Joseph 
Hospital—Lorain, Ohio 

Byram. Thomas Leslie—Student—North- 
western University—Chicago 

Cooper Jr.. Charles M.—Student—North- 
western University—Chicago 

Croes, Jack W.—Adm.—Marlette (Mich.) 
Community Hospital 

Dimendberg, David Chariles—Student— 
University of Michigan—Ann Arbor 

Finger, Mary Lou-—Student—Northwestern 
cago 

Gifford, Richard D.—Student—University 
of Chicago 

Graham rs. Vera—R.R.L.—The City Hos- 
pital—Bellaire, Ohio 


Gregoric, Florence I—Adm. Asst.—Malden 


(Mass. ) 

Hain, Andrew A.—Student—University of 
Minnesota—Minneapolis 

Hubbard, Jr., Fred C.—Adm. —Gaston Me- 
morial Hospital—Gastonia, 


309 
HOSPITALS 
HAVE INCLUDED 
ACB COUNSEL 
IN THEIR MOST 
IMPORTANT 
PLANS 


Around the table, the Board talks earnestly about financial 
problems. Expansion of physical plant—a new hospital — 
nurses home-—a new wing — improvement of facilities. “How 


best can such money be raised?” 


Problems of volunteer organization, publicity, ofice work; of 
soliciting the community are involved. A: myriad of complex 


details. These require the skilled knowledge and ~— of a 


competent fund-raising counsel. 


Most hospitals retain professional fund-raising counsel at the 
very start of their new venture and merely turn to him for 
advice and suggestions, confident he will guide them on the 
wisest, most economical and effective course of action. 


-Is your hospital planning a fund-raising appeal? If so, we will 
welcome a consultation with you without any charge or obliga- 


tion. 


American, City Bureau 


FUND RAISING 


221 North LaSalle St. 
Chicago 1, Illinois 


PUBLIC RELATIONS 


470 Fourth Avenue 
New York 16, N.Y. 


Charter Member American Association of Fund-Raising Counsel 
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Hunt, Ist. Lt. Clyde T.. USAF (MSC)— 
Chief M & Educa 


ed. 
Surgeon— h Air Force Base, 

alif. 

Hutchinson, I. —Student—North- 
western ty—Chicago 

Irwin, Lawrence E.—-V. P.— Serv- 
ice Association of Pittsburgh 

Katz, of Tor- 
onto—Toronto, Ont., Can. 

Kozina Jr., Nandor—Asst. Head—Records 
Branch—U. S. Naval Hospital—Camp Le- 
jeune, N. C. 

Lane, Joseph K.—Asst. Joseph's 

Hospital—Fort Worth, Tex. 

Leslie, Artemas Sarat Cross Commis- 
sion—W ashington, 

Miller, Andrew A.—Asst. Dir.—Mount Ver- 
non (N. Y.) H ital 

Mouish, Arnold —Student—Northwest- 
ern University—Chicago 

Oling, Marie N.—Student—Northwestern 
University—Chicago 

on. Richard L.—Adm. Res.—Vancouver 

Can.) General Hospital 


Post, Gladys E.—Student—Northwestern 


University—Chicago 

Rodriguez, Jesus _—Student—Columbia 
University—New York C 

Shaw, Maurice B.—Student—Northwestern 
University—Chicago 

Siegel, Sydney—Asst. Pur. Agt.—Mount 
Sinai Hospital—New York City 

Sledge, Victor M.—Student—Northwestern 
University—Chicago 

Wilpitz, Roland Willie—Student—North- 

western University—Chicago 


NEW AUXILIARY MEMBERS 


Women's Auxiliary of Park City Hospital, 

— eport, Conn 
omen’s Auxiliary of the Marion 

) Memorial Hospital 

Mary Chiles Hospital Woman's Auxiliary. 
Mt. Sterling, Ky 

Women’s to St. Mary’s Hospital, 
Kansas City, o. 

Women's Auxiliary of the Monticello (N. 
Y.) Hospital 

The Auxiliary of The Keeley Institute, 
Greensboro, N. C. 

Joint Township District Memoria! Hospital | 
Auxiliary, St. Marys, Ohio 

Beaumont (Tex.) Municipal Hospital Aux- 


iliary 
Dr. W. H. Groves aie tae tee Saints Hos- 
pital aie Salt La 
Hosp tal Auxiliary, 
a 


Hospital association meetings 
(Continued from page 6) 


1956 


Hospital Volunteer Service Institute—Janu- 
ory 5-6; Chicago (Knickerbocker Hote!) 
Organization Planning  Institute—January 
16-18; Highland Park (Moraine Hotel) 
Accounting and Business Practices for Small 
Hospitals Institute—January 23-27; Hous- 

ton (Shamrock Hotel) 

Evening ahd Night Nursing Service Institute 
—January 30-February 2; Chicago [Con- 
gress Hotel) 

Hospital Personne! Institute—February 
17; Kansas City, Mo. (Hotel President) 

Hospital Planning Institute—February 
17: Washington, D. C. (Sheraton Park 
Hotel) 

Financial Management and Accounting 
Control Institute—Februory 13-17; Chi- 
cago {Congress Hotel) 

Hospital Laundry Management Institute— 
February 15-17; Boston (Somerset Hotel) 

Supervisory Training Workshop—February 
27-March 2; Boston (Somerset Hotel} 

Nursing Service Administration Institute— 
Februcry 27-March 2: Portiand,. Oregon 
{Multnomah Hotel} 

Medical Record Library Personne! Institute 
March 12-16; Salt Lake City [Utah Hotel) 

Dietary Department Administration Institute 

March 12-16: Chapel Hill, North Carolina 
{Carolina Inn} 

Hospital Laundry Monagement Institute— 
March 20-22: Atlanta (Henry Grady 
Hotel} | 
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OUTSTANDING USERS BE BERBECKER NEEDLES 


The Presbyterian Hospital 


AT COLUMBIA - PRESBYTERIAN MEDICAL CENTER 
NEW YORK CITY 


THE PRESBYTERIAN HOSPITAL IN THE CITY 
OF NEW YORK is the corporate title for all the 
voluntary hospitals and clinics at the Columbia- 
Presbyterian Medical Center, consisting of: 
Babies Hospital, Institute of Ophthalmology, 
Neurological Institute, New York Orthopaedic 
Hospital, Squier Urological Clinic, Sloane Hos- 
pital for Women, Vanderbilt Clinic, Harkness 
Pavilion, Mary Harkness Convalescent Home. | 

Columbia University is responsible, through the — 
Faculty of Medicine, for the teaching and re- 
search programs, and for the nomination of the 
suena staff of the hospitals at Medical 
Center. 


BERBECKER SURGEONS NEEDLES 


Made in England for the Surgeons and Hospitals of America 
BERBECKER & SONS, INC., 15 E. 26th $T., NEW YORK 10 


“HAZ-BIN” CABINETS 


Keep Medications in 
Order! 


THE CITY HOSPITAL 
OF AKRON, OHIO 
KEEPS EACH 
PATIENT'S 
MEDICATION IN. 

A SEPARATE 
“SEE-THRU” DRAWER 


A “Harz-Bin’’ 
Cabinet at 
nurses’ 
station keeps 
each patient's 


medication 


“Haz -Bin” Cabinets in 
Pharmacy, Laboratory, 
Office, Maintenance De- 
partment, Surgery. Use 
them for filing, storing 
-and displeying smell 


parts anywhere. Contents 
ore fully visible, dvyst- 
proof and orderly 
indexed. 


AKRO-MILS, 
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on, hammer- 
tone, silver. 
gray finish. 


BINATIONS A Type and 
Size for Every Need! 


AKRO 9, OHIO 


OFFER MAXIMUM 
SPACE SAVING 


SAVES TIME! 
SAVES SPACE! 


SAVES MONEY! 


You Get — 


FASTER FILING 


Floor Pian of an Actual Filing Area Before 
Installation of he Visi-Shelf Filing System 


This area was occupied by 196 four drawer letter filing cabinets with 
a filing capacity of 784 drawers or 20,776 filing inches. 


Floor Plan after Installation of the Visi-Shelf Filing System 7 


RP 


More Ther Malt the Fung Mee te 


90 Visi-Shelf Filing Units, occupying less than half the original filing 
crea, hold all of the records previously filed in the entire filing oreo! 
These units, with a filing capacity of 25,380 filing inches offer 4,604 
more filing inches —an increase of 25% in filing 


VISI-SHELF 


105 READE STREET 
NEW YORK 13. N. Y. 


af 
NEW 4 AP a 
g 
" 
Open-Type 
hendy and in , 
Other hospitals are using Don't Delay! r 
cabi- 
ey net has boked. Send for full details of 
this remarkable new 
ee: Ciss5 
New Catalog Shows 750 ‘ Nome 
Different CABINET COM- Firm Name 
Adres 
i 
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‘OVER the 


LEBANON, PA. 


RAISED fine. post-compeign) 


$1,267,573 


OVERSUBSCRIBED 


$267,573 


4 


The client wired 
at close of campaign..... 


OVER THE TOP BY 25 PER 
CENT RAISED $1,255,316 EV- 
ERYONE AMAZED AND OVER- 
JOYED YOUR ORGANIZATION 
THROUGH YOUR REPRESENT- 
ATIVES DID A WONDERFUL 
JOB GREAT PLEASURE WORK- 
ING WITH THEM OUR SIN- 
CERE THANKS AND APPRECI- 
ATION 

R. L. RILEY 

BETHLEHEM STEEL COMPANY 

GENERAL CAMPAIGN CHAIRMAN 


“By now you have certainly heard 
the good news from Lebanon and 
how we raised $1,255,316 in the 
recent hospital campaign. This 
achievement exceeded our wi 
expectations even in the closing 
days of the campaign.” _ 

Harry Quinn, 

Lebanon Steel Foundary 

Master Gifts Chairman 


For over 44 years, this firm has 
successfully engaged in raising 
funds for hospitals. We invite con- 
sultation without cost or obligation. 


WARD DRESHMAN & REINHARD! 


BUREAU OF HOSPITAL Finance 
30 ROCKEFELLER PLAIA NEW YORK 20, HY. 


TELEPHONE CIRCLE 6-1560 


Central. Service Administration Institute— 
March 26-29; Buffalo (Statler Hotel) 
Hospital Engineering Institute—Apri!l 2-6: 

Atlanta {Henry Grady Hotel} 

Operating Room Administration Institute— 
April 9-12; Nashville —{Dinkler-Andrew 
Jackson Hotel) 

Medical Social Workers Institute—April 9- 
13; Chicago (Congress Hotel) 

Hospital Insurance Institute—April 23-24: 
Kansas City, Missouri (Hote! President} 

Occupational Therapy Institute—April 23- 
27; St. Louis (Sheraton Hotel) 

Hospito!l Auxiliary Leadership Institute— 
April 24-25; Seattie (Ben Franklin Hotel) 

Hospital Law Institute—May 14-15: Atlantic 
City {Traymore Hotel} 

Insurance for Hospitals institute—Maoy 
June |: San Francisco (Sir Francis Drake 
Hotel } 


The use and safe handling of 
isotopes 
(Continued from page 57) 


be obtained from the Bureau. 


Handbook 


No. 

42 “Safe Handling of Radio- 
active Isotopes” 

48 “Control and Removal of 

Radioactive Contamination 
in Laboratories” 


49 ‘‘Recommendations for 


Waste Disposal of Phgs- 


phorous-32 and Iodine-131 


for Medical Users”’ 
“Radiological Monitoring 
Methods and Instruments” 

52 ‘‘Maximum Permissible 
Amounts of Radioisotopes 
in the Human Body and 
Maximum Permissible Con- 
centrations in Air and 
Water” 

53 “Recommendations for the 
Disposal of Carbon-14 
Wastes” 

54 “Protection Against Radia- 
tions from Radium, Cobalt- 
60, and Cesium-137” 

56 “Safe Handling of Cadavers 
Containing Radioactive Iso- 
topes” 

58 “Radioactive Waste Dispo- 
sal in the Ocean” 

59 “Permissible Dose from Ex- 
ternal Sources of Ionizing 
Radiation”’ 

Finally, it is important to re- 
alize that in the operation of a 
radioisotope service program in a 
hospital, legal problems may arise 
in which interpretation of conse- 
quences of exposure to radioiso- 
topes may differ from that relating 
to the use of other chemicals or 
drugs. The use of radioisotopes in- 
volve potential danger to not only 


a 


the patient, but to the physician, 
the nursing and technical staff and 
to the public as a whole. The hos- 
pital administration should care- 


. fully consider the legal problems 


involved and seek proper advice 
in malpractice and accident insur- 
ance. 


‘Don't fence the community out 
(Continued from page 63) 


same measure, do not owe the peo- 
ple? 

As things look now, prepayment 
will in all probability be extended 
during the next ten years to cover 
practically every American but 
those institutionalized or chron- 
ically indigent. All the impulses in 
the prepayment movement, includ- 
ing those of the federal govern- 
ment, are on the positive side; and 
we might add, very aggressively on 
the positive side. It does not take a 
prophet to point out that a move- 
ment of this dimension, with a 
powerful political appeal added to 
its social need, cannot be built 
around any institution with an at- 
titude that is both frustrating and 
disappointing. 

My objective is not to plead the 
case for Blue Cross. Blue Cross, I 
am positive, will survive if the 
voluntary hospital survives. It is 
the survival of our voluntary hos- 
pital system that concerns me. And 
as I see it, the voluntary hospital 
is losing ground as an ideal, even 
as a community concept. To regain 
full confidence of the people it 
must realize the necessity for mak- 
ing prepayment and the establish- 
ment of a sound and broad prepaid 
program an active basis for work- 
ing with the people, a cause for 
building the closest possible under- 
standing with them. 

All of us in the health field must 
realize our responsibilities to the © 
American people, who have a right 
to look to us for guidance and 
leadership. There is no room among 
us, as far as prepayment is con- 
cerned, for benevolent indifference, 
for neutralism or parochial smug- 


ness. There is no room for the 


racketeer or the gyp policy pro- 
moter. There will always be room 
for hospital leaders who bring sup- 
port to a true community concept 
of prepayment. s 
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dermassage 


VIRTUALLY ELIMINATES BED SORES 
i AND DECUBITUS ULCERS 
Dermassage cools, lubricates, fights infection, promotes refreshing 
massage. ssage completely conditions and protects the skin 


——your patients’ “ line of defense.” 


Special Offer to Hospitals 


Your hospital name and picture can be permanently 
imprinted on each bottle, at no extra cost, in 10 gross 


quantities, 

Used in over 

dermassage 
throughout the THE ORIGINAL NON-ALCOHOLIC 
world BODY RUB AND SKIN REFRESHANT 


Order from your dealer or write to 


S. M. EDISON CHEMICAL CO. 
2710-H South Parkway ___ Chicago 16, Illinois 


MADE OF STAINLESS STEEL 


SOILED NEEDLE 
CONTAINER 


* Protects Nursing and C.S.R. Personnel 
against infection. 
* Protects Needle Points after use. 
* Helps prevent Needles from clogging. 
* Practical, effective method of collecting 
Needles and returning them to C.S.R. 
* Provides convenient method of hand- 
All Stainless Steel. | piece outside container. 


No. _S/asce SOILED NEEDLE CONTAINER 
MNC 26 $13.50 Each 
LOTS OF 12 OR MORE $12.50 Each 


Distributed Exclusively by 


HAROLD! 


CAPACITY: 60 te 80 
Needles up te 2” long 


SUPPLY CORSPORATION 


19 tee Mew tor 


‘minimize 

adrenal 
suppression 
ijjand 


BY THE REGUBAR PERIODIC USE OF 


Stress of surgery, accidents or infections is magni- 
fied in patients treated with cortisone, hydrocorti- 
sone, prednisone or prednisolone. Adrenal steroids, 
even in small doses, jeopardize the defense mech- 
anism against stress by causing adrenal cortical 
atrophy. Concomitant use of HP*ACTHAR Ge/ 
counteracts adrenal atrophy by its stimulant action 
on the adrenal cortex. 


Dosage recommendations for | 
supportive HP*ACTHAR Gel are, inject: 


1 a. 100 to 120 U. of HP*ACTHAR Ge/ for every 
100 mg. of prednisone or prednisolone. 


b. 100 U. of HP*ACTHAR Ge/ for every 200 to 
300 mg. of hydrocortisone. 


c. 100 U. of HP*ACTHAR Ge for every 400 mg. 
of cortisone. 


2 Discontinue use of steroid on the day of in- 


5 cc. vials, 20 U.S.P. Units per cc. 
5 cc. vials, 40 U.S.P. Units per cc. 
5 cc. vials, 80 U.S.P. Units per cc. 


Also available in sterile 1 cc. B-Dt cartridges with B-D dis- 


posable syringes, 40 U.S.P. Units. {1.M. Reg, Becton, 
Dickinson & Co. 


HP*ACTHAR Ge/ is The Armour Labora- 
tories brand of purified corticotropin. 


THE ARMOUR 
LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 
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WRRS ELECTRIC 
PARKING GATES 


Assure 
Controlled Parking 


FOR YOUR 
HOSPITAL STAFF 


Without Labor Costs 


Prevent Unauthorized Parking—WRRS 
Gates control the usage of hospital parking 
lots. They prevent unauthorized parking 
in spaces reserved for doctors and other 
hospital staff members. And your WRRS 
Gates—the “Automatic Attendant’ —stay 
on the job 24 hours a day without pay. 


Easy to Operate — WRRS Gates are safe, 
dependable in all types of weather, and 
Casy to operate .. . with coins, tokens, keys, 
or any combination of the three. These 
Gates are low in initial cost, easy to install, 
and require almost no maintenance. They 
are made by the builder of 10,000 railroad 
crossing gates. 


Free Cost Estimate Send us a diagram of 
your lot, and receive, without obligation, 
a parking plan and cost estimate. You will 
find that WRRS Electric Gates are the 
economical solution to your hospital park- 
ing problems. ; 


Pictures {obove ond below) show “Key-in 
ond Free-Ovut™ instollation ot the new Veter- 
ons Administration Hospital, Chicago, Illinois. 


WESTERN 
RAILROAD 
SUPPLY 

COMPANY 


General Offices and Factory 
2438 Sovth Ashland Ave., Chicago 8, Ill. 
IN CANADA: Cameron, Grent inc., 
Montreal 8, Quebec 602s 


| PRO RE NATA 


JOHN H. HAYES 


Gripe of the Hospital Pharmacist 
Dr. Smith says, “Buy from Squibb.” 
Dr. Jones likes Abbott. 
Dr. Brown has preference too; 
Parke, Davis is his habit. 


So, in dispensing standard drugs, 


It’s ever my ambition | 
To learn, not who the patient is, 
But who is his physician. 
I wanted to include Eli Lilly, 
but didn’t have enough lines. 


2.2 


I often wonder why doctors do 
not have hospital admission slips 
in their offices, to be filled out by 
them and sent to the hospital with 
their patients. We might get better 
information that way. 


It is difficult to believe that the 
salt-free diet was developed by 
such humane people as doctors. 


x * 


Sometimes we are apt to over- 
look the fact that deficits can also 
result from poor management. 

2: 

I think it will be conceded that 
hospital work attracts beautiful 
women and handsome men. This 
disproves the theory that beauty 
is only skin deep. 

Being one of the exceptions 
which prove the rule I feel] that I 
can properly make this statement. 


* 


By the time a doctor becomes a 
Diplomate in his specialty, he is 
about 30 years old. It takes him 
an average of another five years 
before he is able to earn what a 
man of his learning should earn. 
Forgetting the high cost of his 
education, he then has only 30 
years to average retirement age 
in which to make enough so that 
he can retire. 

The average man has half again 


| as much time in which to do it, 


plus Social Security and the pos- 
sibility of additional pension mo- 
ney through his employers. 

No wonder hospitals are always 
short of interns. 


x *r 


The “excess profits” of a firm 
or corporation often include sums 
which should have been expended 
for support of the voluntary hos- 
pitals of the community; in which 
event “excess profits’ are well 


named. 
@ 


In truth, the best social work- 
ers are mothers. 


2: 


A good way to overwhelm a 
hospital pharmacist and get him 
sore is by asking all your doctors 
to bring to him all the free sam- 
ples of drugs which they get in 
the mail. 

I have learned over the years 
that, in addition to the annual 
printed receipt a hospital sends for 
a donation, a special letter written 
to the donor is most likely to bring 
about a repetition of the gift and, 


often, an increase in the amount. 


Misquoting Eddie Guest: “It 
takes a heap of giving to make a 
hospital homelike.” 

The people who think there is 
no money in poetry evidently have 
failed to notice the size of mone- 
tary grants in breach of promise 
suits against amorous would-be 
poets. 

It would be nice, wouldn’t it, if 
everyone who buys an _ Irish 
Sweepstakes ticket at the same 
time gave a similar amount of 
money to his local hospital? 

‘ 2 @ 

EASE-UP’S FABLES: Once upon 
a time there was a hospital super- 
intendent who, during a period of 
ten years, had changed positions 
three times, due to differences with 
trustees and doctors and relatives 
of patients. 

Upon finding it necessary to re- 
sign for the fourth time, he took 
the money he had saved out of his 
wife’s dowry and opened a pet 
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Alconox outsells ALL other 
Hospital and Laboratory deter- 
gents. | 
© OUTPERFORMS — Cleans 
Faster, Easier and more Efficiently. 


@ ELIMINATES tedious scrub- 
bing and loss of time. 


@ COMPLETELY SOLUBLE 


— Leaves no film or residue. 


ECONOMICAL — One 
tablespoonful. costing only 2!/, 


cents will make o gallon of active 
solution. 

AVAILABLE IN 

BOX of 3 ib S 1.95 
CARTON of 12 boxes of 3 Ibs. 18.006 
DRUM of 25 ibs. jb -45 
DRUM of 50 Ibs. Ib -40 
DRUM of 100 Ibs ib. .40 
DRUM of 300 Ibs. Ib -37 


(Slightly higher on 
Pacific Coast.) 


61-63 Cornelison Ave., Dept. #-12, Jersey City 4, W. J. 
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shop, where he spent his days 
painting greetings on the shells of 
live turtles. 

MORAL: If you don’t succeed 
after four attempts, you are just 
stubborn. 


A good many new and good 
things in medicine were developed 
in old hospital buildings. 


= 
One of the nice things about 
being old is that your grandchil- 
dren love and respect you because 
you are old. 


Some committee members get 
great pleasure out of criticizing 
the way in which the committee 
chairman does all the work. 


@ 


I can’t help but feel that many 
vice-presidents in large banks 
which have umpty-seven vice- 
presidents are equivalent to head 
nurses in large hospitals. 

* ® 

SNAKE HOLLOW HOSPITAL 
NOTES: The interns’ and residents’ 
floating poker game was finally 
broken up when a steam pipe burst 
in the boiler room. 

The C.P.A. who does the hos- 
pital auditing says he will have to 
double his fee if we add to his 
work the auditing of the gift shop 
figures. The gift shop is operated 
by the ladies’ auxiliary. 

What is probably the all-time 
record for early ambulation was 
established the other day when 
our ambulance brought in a pa- 
tient with a chicken bone in his 
throat. The ambulance collided 
with a doctor’s car in our yard; 
and the bone was dislodged by 
the impact. 

While the surgeons were dis- 
cussing means of getting rid of 
the large number of flies in the 
operating room lately, a facetious 
intern suggested that all operations 
be performed during the lunch 
hour. He said that all the flies are 
in the intern’s dining room at that 
time. | 

While the Committee on Nurs- 
ing was determining upon an in- 
crease of $10 per month in sal- 
aries, the Building Committee in- 
creased the rent in the nurses’ res- 
idence by a like amount. 


FLEX-STRAU- 


THE ALL-PURPOSE, 
DISPOSABLE 
DRINKING TUBE 


for use in both HOT 
and COLD LIQUIDS 


PATENTED 


ELIMINATES STERILIZATION, 
BREAKAGE ond ACCIDENTS q 


SAVES TIME AND MONEY 


BOTH UNWRAPPED AND | — 
INDIVIDUALLY WRAPPED a 


PACKED 500 TO BOX 
20 BOXES TO CASE OF 10,000 


CANADIAN DiSTRISUTORS— 
INGRAM & BELL, LTD. | = 
HEADQUARTERS, TORONTO 


ORDER FROM YOUR AREA 
DISTRIBUTOR TODAY 


FLEX-STRAW CO. 
2040 Broadway 
Senta Monica, Cal. 
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Alconox, Inc. 
Allis-Chalmers Mfg. “Compony.. 
Aloe Company, A. S. : 
Americon City Bureau... 


American Hospital Supply Corporation | 118, 


American Laundry Machinery Corporation 
American Olean Tile Company 

American Safety Razor Corporation 
American Sterilizer Company. 

Anchor Brush Company... 

Armour & Compony........ 

Armour Laboratories, The. 

Armstrong Company, Inc., Geedon 
Aseptic-Thermo Indicator Company 


Bally Case and Cooler Company. . 

Balyeat Co., The (The Rest Rite Bedding Co. ‘ 
Bard-Parker Company, Inc. 

Baxter Laboratories, Inc.. 

Berbecker & Sons, Inc., Julius _ 

Blickman, inc., S.. 

Blood Bank 

Bordon Company, The 


Carnation Company 
Carrom Industries, Inc. 
Central States Paper and Bag Compeny. 
Classified Advertising 
Continental Hospital Service, Inc. 
Cutter Laboratories 


Davis & Geck, Inc. | 
Deknate! & Son Co., J. 
Detroit Stee! Products 
Diack Controls 


E. & J. Manufacturing Company 
Eastman Kodak Company 

Economics Laboratory, inc... | 
Edison Chemical re The S. M. 
Ethicon, Inc... 
Everest & Jennings, Ine. 


Fairchild Camere & Instrument Corp. 
Foultless Rubber Company 
Flex-Straw Company... 
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Goodrich Co., The 8. F. 
Groff Paper Company. _.. 
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Hard Manufacturing 
Herold Supply Corp... 
Housted Mfg. Compony... 
Hill-Rom Company, inc... 
Hillyord Chemical Company 
Hoffmenn-LoRoche, inc. _. 
Hospital Bedhite, Company 
Huntington Laboratories, Inc. 
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International Business Machines Corp. 
Klenzade Products, Inc. 
Lehn & Fink Products Corp... 
Linde Air Products Co., Div. 

Union Carbide and Carbon 16 
Massengill Co., S. E... 
Mead Johnson & Compony.... 

Ohio Chemical & Surgical Equipment Co... 
Parke, Davis & Company ‘ Fourth Cover 
Pfizer Laboratories Div. of | 

Chas. Pfizer Co., Inc... 
Physicians’ Record Company : 40 
Procter & Gamble Company 
Remington Rand, inc... 
Rest-Rite Bedding Company 146 
Sticht Company, inc., Hermon H. 163 
Swedish Crucible Steel Company... 
| 
Troy Laundry Machinery, Div. : 

American Machine & Metals, Inc. 
Union Carbide and Carbon Corp., 

Linde Air Products Co., Div... 
United Stotes Bronze’ Sign Company 
Van Range The John. 103 

Ward, Dreshman & Reinhardt, Inc. 
Weck & Company, Inc., Edward. 
Western Railroad Supply Company_ 
Zimmer Manufacturing Company. 150 
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Abbott Laboratories 
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Transient Rate: Twenty-five cents 


a word; minimum charge $3.50 per 


Contract Rate: Six-point body lines, 
13 pica columns, $1.15 per line; —_— 
point display lines $1.40 per line. Fi 
per cent discount for six-insertion con- 
_ tracts with no change of copy. 


FOR SALE 


NOW! A HOSPITAL QUALITY ANTI- 
SEPTIC AND DISINFECTANT AT A DIS- 


$10. 
$20. ORDER TODAY FROM SANOX CO 
TOLEDO 10-C OHIO. 


WANTED 


REPRESENTATIVES WANTED 


Increase your profit per call. Add Time 
Labels and Tapes to your line. New scien- 
tific marking procedures for all hospital 
departments. Advertised in leading jour- 
nals. Steady repeat business. Choice terri- 
tories open. 


Professional Tape Company 
Box 41-E, Riverside, Illinois 


POSITIONS OPEN 


DIRECTOR OF NURSING SERVICE—Top 
opportunity. Progressive 300 bed general 
new 450 bed facility. 

ree, a inistrative line experience and 
hig supervisory ability necessary. Salary 
commensurate with capabilities. Fine po- 
tential. Position available now. Contact 
Edgar O. Mansfield, White 
Cross Hospital, Columbus 8, Ohio 


LIBRARIAN, MEDICAL RECORD—Regis- 

tered. To assume charge of record room. 

135 bed general hospital. 40 hou 

Contact Miss G. A. Cooper, Woman's 
ospital, Cleveland, Ohio. 


New $500,000—25 bed hospital, air condi- 
tioned throughout, with ideal working 
conditions in a mild year-round climate 
receiving applications for REGISTERED 
NURSES. All applications must be in writ- 
ing including full details concerning school- 
ing and experience. All replies will be held 
confidential. Mail to ‘7 he Parish Hos 
ital Service District No. 1, P. O. Box 416, 
olden Meadow, La. 


PHYSICAL THERAPIST, male or female, 
for small modern Hospital located on 
shores of Lake Michigan in Michigan's 
northern lower peninsula. Summer resort 
area, 7 desirable working conditions. 
P give qualifications, experience, and 
salary expected in first letter. Apply to 
Orville M. Pick, Administrator, Paul Oliver 
Memorial Hospital, Frankfort, Michigan. 


DIETITIAN, assistant to Chief. 160 bed 
general hospital. Colle ege town of 25,000, 20 
miles west of Milwaukee. Modern dieta 
department completely remodeled in 1 
Write Robert . Jones, Administrator, 
Waukesha Memorial Hospital, Waukesha, 
Wisconsin. 


OB SUPERVISOR—Post graduate work in 
obstetrics and supervisory experience re- 
quired. Immediate opening. odern and 
up-to-date department. Social and 
excellent personne! benefits. Apply Direc- 
tor of Personnel, White Cross Hospital, 700 
North Park Street, Columbus 8, Ohio. 


DIETITIAN: Full charge ADA for 135 bed 
hospital approv Apply the Wom- 
an’s Hospita East 101st treet, Cleve- 
land 6, Ohio. 


ANESTHETIST—NURSE for 250 bed gen- 
eral hospital. Excellent working condi- 
tions and personnel policies. Good sturtana 
salary. Write Mr. Bert Stajich. —— 
Administrator, Columbia Hospital, 3321 N. 
a Avenue, Milwaukee 11, Wiscon- 
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we ODWARD 


{ 18S N.WABASH AVE. 
CHICAGO. 


ANN WOODWARD Dit eclo! 


ADMINISTRATORS: (a) en'l 
vol a 4 (JCAH) 500 beds; por 

prog; (b) Gen'l hosp, fairly ~ aon 
construction starting early lge city; 
MW. (c) Medical or non- impor gen'l 
hosp, lge size, affil univ med schl; lge city: 
E. (d) Gen’'l hosp, fairly lge size operated 
under American auspices; So. America; 
knowledge of Spanis advantageous. (e) 
Medical; pref “cS ex a in adm; med 
sch affil hos eds; Rn city, (f) 500 
bed hosp aaaartne for treatment of TBc 
& chest diseases; req’s trn’d hosp adm able 
reorganize bus adm dept: attrac offer: W- 
coast, (g) Non-medical; several units: 300 
beds; Calif. (h) JCAH, gen'l hosp, fairly 
ige size; expansion prog; pleasant living 
in attrac univ & coll, county —. town, 
30,000 pop. nr southern metropo (i) 
Non-medical exp’d in bidg program. gen'l 
vol hosp, 175 beds now expand’g; city, 

000 on Great Lakes. (j) 100 bed hosp affil 
w/impor grp-clinic; approval pending; 
univ city, 100,000; Ww. (k) 100 bed gen hosp 


mo to 1 yr before o opening; delightful res 

: appr'd gen vol hosp 
130 beds; county seat twn, 25,000 short dis- 
tance univ; cooperative Board; MW. (m) 
JCAH, gen, vol hops, 125 beds; ocean 
town, Calif. 


= © serve as dir of nurs; pref w/know! 
* apa sm gen hosp under American, Brit- 
is. Canadian auspices; sal & full mtce: 
transp pd; tropic loca, (b) R.N. or non- 
med: vol gen hosp 75 bds; $6000; res twn 
nr Washington, D.C. (ce) R.N. or non-med; 
35 bd gen hosp & affil clin grp; lige univ 
med ctr: MW. (d) R.N.; female; 100 bd 
affil very lige clin grp; Pac NW. 
e) w/surg vg new gen hosp 30 
bds: lovely sm twn; Iow 


ADMIN EXECUTIVE POSTS: (mn) Ac- 
countant; qual to assume duties of busi- 
ness mgr; — on hosp small size; Rocky 

Mtn area. (0) Mgr to work w/architect 
& bldg committee; new hosp project; coll 
twn 20,000; E. (p) Clinic Mana er; public 
relations man, pref w/executive exper; 
one trn’d in clinical managmt desiring to 
move to larger group desirable; lge grp op- 
erates as partnership & corporation; resort 
center; S (q) ye 4 Manager; Grp es es- 
tab’d °35 staffed ey men; town 

excel climate; §S (r) Clinic Oe. 
long estab’d 12 man grp; new clinic bidg; 
expansion program; é¢xcel area, outdoor 
sports: NW. (s) Comptroller; impor tch'g 
hosp 650 beds; req’s exper in supervisory 
capacity in hosp acctng field; E, (t) Per- 
sonnel Dir; pref w/M.S. in personnel; gen 
hosp, 400 beds: will report dir to admin; 
about $6000: Ige city, univ med center; 
MW. (u) Purchasing Dir; 800 bed teach'g 
hosp; req’s college degree, exper in pur- 
chasing, business mangmnt; & indus engi- 
neering background; MW. 


ANESTHETISTS: (a) Gen hosp 100 bds; 
$6000: fairly good sized twn; y= 4 (b) 
75-bd gen hosp: $500, mtce; 

twn; —. (c) Lovely sm hosp in ideal 


Pac NW. “(d) Fully apprvd 300 bd gen 


hosp; $500; lge univ city; MW. (e) 2 hosps, 


total 130 bds: to $525; S. Calif. (f) More 
than 1; lige clin $600; ige 
univ med ctr: 


DIETITIANS: (a) Admin: full resp, new 


t: 400 bd gen hosp now u/constr; open 
fal ‘56: empl sev mos prior to open date; 
lge city; SE. (b) Ass't food supv: 
very lige state mental hosp; to E. 
te) Head resp only ‘admin: JCAH 
en hosp; lovely resort twn 
000: MW. Chief: expand’g dept; 
some teach’g of “- ther; vol gen hosp 
150 bds; delightful N . England coll twn. 


DIRECTOR OF NURSES: (a) Nurs serv 
& ed; resp only to admin; 500 gen hosp; 
outstand’g facil; $7500 start; lovely ige 


city; MW. (b)-Nurs serv incl in-serv tr rng 
prog: vol gen hosp 200 bds; to N 

(c) Nurs serv & ed; a pr’d bd gen 
hosp; to $6000; twn 10, E. (d) Total 
respon, new 400 bd gen hosp sched to open 
fall "56; will empl sev mos prior to open- 
ing date; org & est trng sch; lovely ige 
city; SE (e) Nurs serv & ed 


70 students; to $7000; E. (f) Nurs serv & 
ed; 1 of finest teach'g hosps in So; ideal 
Ige cit (g) Nurs serv & ed; top flight 
— n each area; JCAH gen hosp 350 

bds; exceptional facil; $6,000, full mtce; 
lge city; MIidE. 


EXECUTIVE HOUSEKEEPERS: (a) Supv 
staff of 75; 400 bd univ hosp; Calif; = 
appl from Calif area. (b) Lge gen hos 
med sch affil; $375, apt in hosp for " 
Ige univ city; SE. (c) Fully apprv'd 25¢- 
bd vol gen hosp: lovely twn 00 nr 
larger city; So. (d) Gen hosp 250 bds; affil 
impor med sch; delightful city; Pac NW. 
(e) Exp'’d req; JCAH hosp 120 bds; res 
twn nr NYC. 


FACULTY POSTS: (a) Assoc ed dir; fully 
dir; excel med staff & 
sch faculty; 60 students; temp NLNE ac- 
cred; gen hos as bds; res twn nr NYC. 
(c) dir; students; very lige gen 
hosp; ountand's facil;. gd sal, mtce avail; 
e univ city; So. (d) Asst ed dir; 50 stu- 
ents in state accred sch; 200 bd gen hosp; 
noe & growin mee etr; E. (e) Clin instr. 
en hosp affil impor 
med sch; ~» * city: . (f) Psych nurs 
instr; lge state sc to $5000; N. England. 
(g) Nurs arts inst; 400 bd gen hosp; bid 
prog just comp; 150 stud, state accr 
sch; attrac twn 50,000; dE. 


SUPERVISORS: (a) Ob; 35-bd unit; 
teach'g req'd; vol gen hosp 300 bds; $4200; 
resort twn nr NYC. (b) OR; sm gen hos ~ % 
JCAH apprv'd; $4500; attrac sm twn; § 

(c) OR; active surg serv: 6-rm suite; staff 
of 15 in add'n to stud; 
excel rs pol; twn 50,000; N. England. 
(d) OR; pref p/g trng: JCAH vol gen hos 

100 bds: $4800: attrac twn 15,000; Pac N 

(e) OB; 65-bd unit; 2 firs & delivery rm 
suite; some teach'g; coll offil schl; gen 


hosp; 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
Palmolive Building 
Chicago Illinois 


ADMINISTRATORS: (a) Medical director 
to take complete charge of medical serv- 
a clinics and laboratories in dynamic 
t. (b) Medical director 
duthes consist of directing educational 
program, coordinating all medical aspects; 
voluntary general hospital, 500 beds; East. 
(c) General 250-bed hospital affiliated uni- 
versity operated under American auspices, 
foreign city; duties include conducting 
for hospital administrators. (‘d) 
eneral 125-bed hospital functioning es- 
sentially as cormmunity hospital for British 
and American colonies in foreign country; 
expansion program; $12,000; cost of livin 
between 44 and 2/3 of US. (e) Genera 
hospital, 60 beds; expansion program in- 
creasing to 120; resort city. Florida. (f) 
Assistant: large general hospital affiliated 
medical school: altho medical preferred, 
non-medical eligible: opportunity succeed- 
ing director within two years. H12-1. 


ADMINISTRATORS: WOMEN: (a) Mod- 
ern, small hospital; attractive city outside 
US: English-speaking staff. ‘b) New 40- 
bed hospital; completion early 1956; avail- 
able soon to engage staff: wealthy agricul- 
tural area; Midwest. H12-2 


ANESTHETISTS: (a) General 150-bed 
hospital; resort town, near two any | 
cities; Midwest; $500-$650. (b) New small 
hospital; salary or free lance; Texas. (c) 
Small general hospital; Hawaii. (d) Asso- 
ciation, 2-man group: modern 200-bed 
hospital; medical top sal- 
ary; college town, Midwest. (e) Staff; 
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MEDICAL BUREAU—(Cont'd) 


large general hospital; greater New York 
area; , maintenance. H12-3 


DIETITIANS: (a) Chief; 200-bed modern 
hospital; year-round resort area; ‘ 
(b) Chief; new 300-bed general hospital 
affiliated medical school; Pacific Coast. 
(c) ‘Assistant: teach therapeutics; well 
equipped department; largest hospital in 
state; South; $6000. ‘(d) ief; new gen- 
eral 225-bei hospital; completion March; 
university city. th. H12-4 


DIRECTORS OF NURSING: (a) Dual re- 
sponsibility, school and service; 500-bed 
eneral hospital; college town, California; 
$7500. (b) eneral 400-bed hospital cur- 
rently under construction; completion late 
1956: preferably one available early part 
of 1956 in order to organize departments; 
university city, South. (c) Director, 
school; general 500-bed hospital; 90 stu- 
dents; university city, Midwest; $6000- 


$7200. (d) Nursing service; $3,000,000 


building program; large teaching hospital; 
West Coast. (e) Associate director; 300- 
bed general hospital operated under Amer- 
ican auspices, foreign country; $7500, 
maintenance. H12-5 


EXECUTIVE HOUSEKEEPER: General 
400-bed hospital, unit of univeristy medi- 
cal center; expansion to 800; universit 
$4200-$4600, attractive apartment. 
H12-6 


EXECUTIVE PERSONNEL: (a) Comptrol- 
ler; 900-bed general hospital; ery 
experience required; East. (b) irectors 
of personnel and 400-bed gen- 
eral hospital; university city, South. (c) 
Food Manager; university hospital, 450 
beds; East; $7000. H12-7 


FACULTY POSTS: (a) Director, vocation- 
al nursing program; collegiate affiliation; 
attractive location, Pacific Coast; $500- 
$750. (b) Assistant professor, nursing arts; 
renowned university. (c) Assistant direc- 
tor, nursing research: 500-bed teaching 
hospital; university center. Midwest. (d) 
Educational director, qualified organize 
new university program; Northwest. H12-8 


RECORD LIBRARIAN: (a) Chief; teach- 
ing hospital; $5,000-$6, ' greater New 
York area. (b) Chief; general 400-bed hos- 
pital currently under construction, com- 
pletion late 1956; preferably one available 
early part of 1956 in order to establish 
department; university city, South, (c) 
New small general h ital; ideal coast 
resort city, Florida. H12- 


SUPERVISORS: (a) Operating room; 200- 
bed general hospital with expansion pro- 
gram to 425; busy surgery; college ton: 
California. (b) Evening and pediatric su- 

rvisors; duties: teaching and adminis- 
ration; 200-bed hospital affiliated univer- 
sity; 70 students; Near East. (c) Floor su- 
pervisor and ability to act as director of 
nurses, 25-bed new hospital: ideal Florida 
location. (d) Obstetrical, medical, surgi- 
cal; 250-bed general hospital; free tuition 
college, NYC area; $4500. 


MARY A. JOHNSON ASSOCIATES 
AGENCY 
it West 42 Street New York 36, N.Y. 
Mary A. Johnson, Ph.D., Director 
FINE SCREENING BRINGS BEST RESULTS 


Pp 
lection. Candidates know tha their 
credentials are carefully evaluated to in- 
dividual situations, and only those who 
qualify are recommended. Our proven 
method shields both employer and appli- 
cant from neediess interviews. We do not 


and the best job for the candidates. we 
keep our listings strictly con- 
ntijal. 
We do have many interesting openings 
for Administrators, Physicians, Anesthe- 
tists, Directors of Nurses, Dietitians, Medi- 
cal Technicians, Therapists and other 
supervisory personnel. 
No registration fee 


162 


SHAY MEDICAL AGENCY 
55 East Washington Street 
Chicago 2, Ill. 
Blanche L. Shay, Director. 


] PERSONNEL: (a) Purchas- 
ing Agent. Middle West. One of countries 
leading hospitals. $7500. (b) Accountant. 
South. 100 bed hospital. Supervise person- 
nel in business office—prepare statistical 
statements. $4800-6000. (c) Public Rela- 
tions Director. South. Large hospital. Re- 
quire good public relations experience and 
sound comprehensive knowledge of hu- 
man relations. $7000-10,000. (d) Business 
Manager. Middle West. 250 bed hospital 
in large city. $6000. (e) Assistant Admin- 
istrator. Southwest. Accounting experi- 
ence required. 135 bed hospital. (f) Clinic 
Manager. Southwest. 25 physicians in 
roup—50 employes. New modern build- 
$8000-10,000. (g) Purchasing Agent. 
South. 300 bed hospital in large city. 
$6000. (h) Business Manager. Middle West. 
80 bed hospital in college town of about 
10,000. . (i) Business Manager. East. 
Private clinic—25 physicians. Excellent op- 

rtunity. $6000-8000. (j) Director of 
Building Services. West. Will act as as- 
sistant supt. oreo hospital. Some college 
— training, plus experience. 
7000. 


MEDICAL TECHNOLOGISTS: (a) East. 
500 bed hospital. Laboratories all new and 
modern. Must be A.S. C. P. to $6500. (b) 
Chief. California 160 bed hospital near 
San Francisco. $470. (c) Chief. st. Com- 
plete superviison of laboratory. 4 years 
experience at least. 250 bed hospital. $475. 
(d) Chief. Middle West. Supervise 2 clini- 
cal laboratories under direct supervision 
of certified pathologist. $500. ‘e) South. 
125 bed hospital. 3 technologists in labora- 
tory. $325. (f) Pacific Northwest, 100 bed 
eneral hospital, fully approved. $375 (2) 
Biood Bank. Middle West. 100 bed hospi- 
tal in small college town. Can continue 
work toward degree if desired: $350-$400. 
(h) East. Blood chemistries and some bac- 
teriology. 200 bed hospital. $300 plus main- 
tenance. 


NOTE: We can secure for you the position 


you want in the hospital field in the local-- 


ity you prefer. Write for application—a 
teard will do. All negotiations strictly 
confidential. 


INTERSTATE 
MEDICAL PERSONNEL BUREAU 
333 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director 


BUSINESS ADMINISTRATOR: 95 _ bed 
hospital, east. (b) 200 bed hospital, Penn- 
syivania. (c) 145 bed a hospital. 
(d) 85 bed Indiana hospital. 


ADMINISTRATOR: 50 bed hospital, Ohio. 
(db) 100 bed hospital. New York. (c) 60 
bed Hospital, east. (d) Assistant. 250 bed 
hospital, western Pennsylvania. Also Ad- 
ministrative Assistant. ‘e) R.N. 35-50 bed 
hospitals, mid-west. 


DIRECTORS OF NURSING: 400 bed Ohio 
hospital. (b) 250 bed hospital, near Wash- 
ington, D. C. (c) 175 bed hospital, mid- 
west. (d) Assistant Directors and Educa- 
tional Directors. To $6, 


ANESTHETISTS: Dietitians; Pharmacists, 
Laboratory and X-ray Technicians. At- 
tractive locations. 


EXECUTIVE HOUSEKEEPERS: 250 bed 
hospital, Pennsylvania. (b) 300 bed new 
hospital, mid-west. (c) 200 bed hospitals, 
Ohio, Michigan, Virginia. 


HOSPITAL PERSONNEL BUREAU 
Charles J. Cotter, Director 
Knickerbocker Bldg. 


Baltimore 2, Maryland 
Nation-wide placement service for Physi- 
cians, Administrators, Anesthetists, Dieti- 
tians, Pharmacists. Nurses, Technicians, 


Housekeepers, Comptroliers, Accountants, . 


Secretaries. etc.. ail resume, 5 photos. 
No Registration Fee. 
Licensed Employment Agency. 
(Formerly Hagerstown, Maryland 


PURCHASING AGENT 
Michael Reese Hospital, a 900-bed med- 
leal center hospital, has an excellent 
position open as DIRECTOR of the 
PURCHASING DEPT. College degree 
and comprehensive purchasing experi- 
ence required. Specific experience in 
business management and industrial 
engineering are also desirable. Depart- 
ment head status and benefits. Salary 
commensurate with experience. Write 
te the Executive Director, Michael 
Reese Hospital, 20th and Ellis Ave., 
Chicage 16, Ill., giving details of per- 
sonal and professional background. 


ASSISTANT DIRECTOR, NURSING SERV- 
ICE. Responsible for nursing service in 
-bed non-profit hospital which includes 
115-bed pediatric unit. Friendly city 225,- 
000. Prefer candidate with successful ex- 
rience and preparation in nursing serv- 
ce administration. 49 hour week. Salary 
open. Position available January 1, 1956. 
a Director of Nursing Service, Iowa 
ethodist Hospital, Des Moines, Iowa. 


ADMINISTRATOR—Hospital administra- 
tion graduate or experienced; new Apple 
River Valley Memorial Hospital now con- 
sidering applications; 30 expandable to 
40 beds. Give education, experience, ref- 
erences and acceptable starting salary. 
Send formal application to John G. Decker, 
Chairman, Amery, Wisconsin. 


ASSISTANT MEDICAL DIRECTOR. 100 
bed tuberculosis hospital, North American 
Graduate, salary , complete mainte- 
nance apply Medical Director & Superin- 
tendent, District Five Tuberculosis Hospi- 
tal, London, Kentucky, or State Tubercu- 
losis Hospital Commission, New State Of- 
fice Building, Frankfort, Kentucky. 


RADIOLOGIST—Full-time Associate. Cer- 
tified. 486-bed general hospital. Very ac- 
tive department and fully equipped for 
X-ray work. Opportunity for qualihed Ra- 
diologist. Excelient remuneration. State 
training, experience, availability, marital 
Status, etc. Apply to Director, The Royal 
Columbian ospital, New Westminster, 
British Columbia, Canada. 


A qualified PHYSICAL THERAPIST for a 
rapidly growing physical therapy depart- 
ment in a 200-bed general hospital, salary 
commensurate with experience and qual- 
ifications. For information, write to Au- 
drey Shade, Administrator, St. Luke's 
Hospital, Marquette, Michigan. 


CLINICAL INSTRUCTOR IN MEDICAL 
NURSING and CLINICAL INSTRUCTOR 
IN MATERNITY NURSING—Liberal per- 
sonnel policies. Good educational oppor- 
tunities. Salary open. For further informa- 
tion contact: Director of Nursing, Presby- 
terian Hospital, Chicago 12. Illinois. 


LABORATORY TECHNICIAN, for genera! 
hospital work in small institution. Know!]- 

ge of x-ray technique preferable but not 
required. ideal location for ski enthusiast. 
Apply Administrator, The Memorial Hos- 
pital, North Conway, N. H. 


MEDICAL DIRECTOR, North American 
Graduate, five years Tuberculosis experi- 
ence, relatively new 100-bed tuberculosis 
hospital, salary $10,000, complete mainte- 
nance. Apply State Tuberculosis Hospital 
Commission, New State Office Building, 
Frankfort, Kentucky. 


REGISTERED MEDICAL RECORD LI- 
BRARIAN for 212 bed general teaching 


hospital. Write asst Admin. Mt. Sinai 


Hospital, Minneapolis 4, Minn. 


218 E. Lexinton St. © 


ZINSER PERSONNEL SERVICE 
-79 W. Monroe Street 
Chicago 3, Illinois 
NURSES, TECHNICIAN IETITIA 
PHYSICIANS, NURSE “sup 


ENTS and INSTRUCTORS—We can help 
you secure positions. 


POSITIONS WANTED 


ADMINISTRATOR OR ASSISTANT pre- 
fers larger hospital—Until recently em- 
loyed as administrator of 25-bed nera! 
ospital—Excellent training and experi- 
ence—Any location. Wife is registered 


HOSPITALS 


| 
| 
it is Our policy to ‘make every effort to 
it is our policy to make ny effort to ne 
select the best candidate for the tion | 
| 
| | 
| | 


BEDHITE COMMODE 
is the IDEAL FACILITY for 


Patients confined on high hospi- 
tal beds. 


Sold to Hospitals, Nursing 
‘Homes, Physicians, and 
Medical Organizations on 
DIRECT ORDER only. No 
dealer outlets. 


Invited 


“Hospital Bedhite Co. 


P.O. Box 1985, Fort Worth 1, Texas 


End Hot Water Complaints « Stop Wasting Fuel 
due to OVER-heated water 


Install Powers No. 11 Self-operated 
temperature regulators. They pre- 
vent OV ER-heated water, often pay 
back their cost 3 to 6 times a year 
and give years of reliable service. 
They are simple to in- 
stall, dependable, economical. Write for 
Bulletin 329, prices and full information 
about this quality regulator. (c16) 


THE POWERS REGULATOR COMPANY 
Skokie, Ili. ¢ Offices in 60 Cities © See Your Phone Book 


For Safety in Operating Rooms 


Check Conductive Flooring with 


STICHT CONDUCTIVITY TEST KIT 
F-2 


TEST VOLTAGE 
500 VOLTS 


COMPLETE WITH 


In accordance with all requirements ts of NFPA Booklet 56, 
“Recommended Safe Practice for Hospital Operating Rooms”. 


LIGHT WEIGHT - SMALL SIZE - DIRECT READING © 


SIMPLE TO USE - SAFE - CURRENT LIMITED 
Write for Bulletin 452-H 


27 PARK PLACE, 


HERMAN H.STICHT CO., INC. vorw 


DECEMBER 1955, VOL. 29 


»Conver- 


»Cfandard 
WHEEL STRETCHERS 


These efficient and time-saving units are ideal for use in 
Receiving, Emergency, OB, Recovery Room or for simple 
transfer of patients. They eliminate the need for additional 
costly equipment—save transfers and make it possible to 
provide the finest of care for patients with a minimum 
of attendants. 

Write for full information 


HAUSTED 
MANUFACTURING CO. 


(POWERS) j 
* 
POWERS 
| | No. 1] TEMPERATURE REGULATOR 
NEW! 
ELECTRODES, 
RUBBER DISCS 
AND FOIL. 
ee MEDINA * OHIO 
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nurse anesthetist. Available now. Address 
Box G-36, HOSPITALS. 


ANESTHETIST—Graduate Western Re- 
serve Hospital, over 16 years experience, 


THE MEDICAL BUREAU 
M. Burneice Lorson—Director 
Palmolive Building 
Chicago Illinois 


ADMINISTRATOR: Medical; three years, 
assistant administrator and six years, ad- 
ministrator, voluntary general hospital, 
s. 

ADMINISTRATOR: M.B.A. (Hospital Ad- 
ministration): administrative residency, 
teaching hospital; six years, administrator, 
225-bed general hospital, during which 
time hospital reached new ievels of 
achievement and financial stability. 


ANESTHESIOLOGIST: Diplomate; eight 
years, private practice and director de- 
partment, 200-bed hospita 


COMPTROLLER: CP.A.: five years’ ex- 
perience as public accountant; since 1950, 
comptroller, 400-bed hospital. 


DIRECTOR OF NURSING: M.A. Nursing 
Administration, Columbia University; 
twelve years, assistant director, nursing, 
three years, director, 350-bed hospital. 


PATHOLOGIST: Diplomate (Pathologic 
Anatomy; Clinical three years’ 
full time teachin six years, director of 
pathology, 300-be general hospital. 


PERSONNEL DIRECTOR: A.B., consider- 
able work toward M.B.A. (Personnel Man- 
agement); six years’ hospital personnel 
experience. 

PURCHASING DIRECTOR: BS. State 
university; six years, purchasing agent, 
250-bed hospital. 

RADIOLOGIST: Diplomate (Diagnostic 
and Therapeutic X-ray, Radium); trained 
in isotopes: since 1951 in private practice; 
prefers directorship hospital department. 


Wo ODWARD 


CHICAGO 
®ANN WOODWARD Dirtectok 


ADMINISTRATOR: 16 yrs exper; seeks 
warm climate; size not impor but must ex- 
ceed 100 beds; past 4 years, admin, 

bed gen’l hosp: excel references; late 
40's: Norwegian: will consider assistant 
ship: Member, ACHA. 
ADMINISTRATOR: B.A. MS, (hosp adm); 
years’ ena — res; past 5 years, asg't 
adm, im hosp; seeks admin. hosps 
ony locality; early 30's; Mem 


ADMINISTRATOR—Woman R.N.:. 25 
admin exp; incl 5 as admin, 60 bed gen 
hosp & 7 as admin, 75 bd gen hops; — ar 
posi; Calif only: MACHA. 
ADMINISTRATOR, (Ass't): 28: MS 
adm); 8 yrs, hosp & clinic exper inc 
2 yrs, hosp adm res & 2 yrs, adm bed 
gen hops; seeks assistanship, lge hogp. 
ANESTHETIST—Male:; reg'd; past 
private anes, ige SW city; seeks 
posi or fee-for-service basis; early/ 40's. 


DIRECTOR OF NURSES—femal some 
cred twd BS. nursing ed; staff, 
supv, various hosps; past 2 dir of 


50 bd gen hosp: posi; SW 
y 

DIRECTOR OF NURSES—female; 50: B.S.: 
20 yrs exp, faculty, ed dir & dir By nurses, 
various hosps; pref psych hosp, consider 
gen; East only. \ 
EXECUTIVE HOUSEKEEPER—sev\ yrs 
hotel exp: 1 yr hosp SRD: seeks posi, fairly 
sm gen osp: SE only 

MEDICAL RECORD ‘LIBRARIAN arly 
30's; Canadian reg; sev yrs exp, med ys 
past yr, med rec libr, 100 bd gen hosp: 
seeks similar posi. MW & E. seaboard. 
PATHOLOGIST: Dipl, (both brandhes): 


trn’'d /Johns Hopkins; 2 yrs, 

impof Army hosps; 2 yrs, instructor, path, 

univ/hosp; 3 yrs, research, path, includ’g 

, research fellow, impor foreign re- 

se * institute: currently assoc chief 

hosp; seeks chiefship, any 

l ality pref East or West seacoasts; early 
s. 


URCHASING DIRECTOR: 12 yrs, pur- 
chasing dir & stores keeper, 500 bed gen’l 
hosp; prefers area, 600 mile radius, Toledo, 
Ohio: consider others; NAPA: ex- 
perienced man: early $5500. 
RADIOLOGIST: 31: Dip!: well qual, rad 
physics; 2 yrs, ass't rad, univ med center: 

refers Calif. Fla, Conn, NY; licensed 

exas, Calif, Fla. N.Y.: trn’g finished; Cat 
IV; exempt. 


INTERSTATE MEDICAL PERSONNEL | 
BUREAU 
333 Bulkley Building, Cleveland, O. 
Miss Elsie Dey, Director — 


ADMINISTRATOR: M. P. H. 
Degr 52. Administrative Residence, 
ine 4 en hospital, 2 years, 2 years 
Assistant Director, 250 bed hospital. 


ADMINISTRATOR: 2 years Medical Col- 
lege. 22 years experience in 125-300 bed 
eastern hospitals. 


BUSINESS MANAGER: M.H.A. Degree 
1951. 4 years Business Administrator, ad. 
western hospital. Desires change. 


NURSE ADMINISTRATOR: Outstanding 
nurse executive. 6 years Director of Nurs- 
ing, 100 bed hospital, 8 years Administra- 
tor, 65 bed Ohio hospital. 


DIRECTOR OF NURSING: B.S. Degree. 
Experience: Educational Director; and As- 
sistant Directress, 10 years: 15 years Di- 
rector of Nursing and Schools of Nursing. 
Registered Illinois, Ohio. 


EXECUTIVE HOUSEKEEPER: Course in 
Institutional Management. 5 years hotel 
hom Past 3 years, 300 bed N. J. 
ospitsl. 


Blood Grouping Serum 
Anti-A and Anti-B 


Anti-Rh.{ Anti D) 

Anti-Rh.' (Anti CD) 
Anti-Rh.-rh'-rh" (Anti CDE) 
{for screening blood donors) 


Anti-Human Serum (Coombs') 


determinations. 


1911 Broadway 


FOR BLOOD BANKS AND 
LABORATORIES 


Anti-Rh Typing Serums (Slide Test) 


Recommended for use with crossmatching and Rh anti-body 


“Serums for Accurate Testing” 
Prompt service to hospitals everywhere. 


BLOOD BANK FOUNDATION 


U. S. Government License 165 
Nashville, Tenn. 


Effective 


but low-cost 
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Classified- advertising is the lowest- 
cost method of advertising. 
serve your hospital effectively when 
you are recruiting employees or when 
you have used equipment to sell. 
Here is the audience for your adver- 
tisement . . . HOSPITALS’ subscribers 
include more than 9,000 hospitals and 
administrators, 1,800 department 
heads, 700 governing board members 
in addition to approximately 4,500 
others. 
The classified advertising rate is 25 
cents per word with a minimum of 


$3.50 per insertion. Deadline: 30 days 
before publication date of the issue. 


HOSPITALS 


Journal of the American Hospital Association 
18 East Division Street, Chicago 10, Illinois 


It can 


HOSPITALS 
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\ 
\ 
/ 
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THE INDEX 
TO THIS VOLUME HAS BEEN REMOVED 
FROM THIS POSITION AND PLACED AT 
THE BEGINNING OF THE FILM FOR THE 


CONVENIENCE OF READERS. 
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nurse anesthetist. Available now. Address 
Box G-36, HOSPITALS. 


ANESTHETIST—Graduate Western Re- 

serve Hospital, over 16 years experience, 
ives all Why anesthetics. Address Box 
-38. HOS ALS. 


THE MEDICAL BUREAU 
M. Burneice Lorson—Director 
Palmolive Building 
Chicago Illinois 


ADMINISTRATOR: Medical; three years, 
assistant administrator and six years, ad- 
ministrator, voluntary general\ hospital, 
350 beds. 

ADMINISTRATOR: M.B.A. (Hospital Ad- 
ministration); administrative residency, 
teaching hospital; six years, administrator, 
225-bed genera: hospital, during which 
time hospital reached new tievels of 
achievement and financia! stability. 


ANESTHESIOLOGIST: Diplomate; eight 
years,. private practice and director de- 
partment, 200-bed hospital. 


COMPTROLLER: C.P.A.; five years’ ex- 
perience as public accountant; since 1950, 
comptroller, 400-bed hospital. 


DIRECTOR OF NURSING: MA. Nursing 
Administration, Columbia University; 
twelve years, assistant director, nursing, 
three years, director, 350-bed hospital. 


PATHOLOGIST: Diplomate (Pathologic 
Anatomy; Clinical Pathology); three years’ 
full time teaching: six years, director of 
pathology, 300-bed genera! hospital. 


PERSONNEL DIRECTOR: consider- 
able work toward M.B.A. (Personnel Man- 
agement): six years’ hospital personnel 
experience. 

PURCHASING DIRECTOR: BS. State 
university; six years, purchasing agent, 
250-bed hospital. 

RADIOLOGIST: Diplomate (Diagnostic 
and Therapeutic X-ray, Radium); trained 
in isotopes; since 1951 in private practice; 
prefers directorship hospital department. 


WooDWARD 
3rd 185 WABASH AVE, 


CHICAGO e 
S®ANN WOODWARD Ditecto'u 


ADMINISTRATOR: 16 yrs exper: seeks 
warm climate; size not impor but must ex- 
ceed 100 beds; past 4 years, admin, 350 
‘l hosp; excel references; late 
orwegian; will consider assistant- 
ship; Member, ACHA. 
ADMINISTRATOR: B.A. MS, (hosp adm): 
years’ hosp adm res; past 5 years, ass't 
adm, impor hosp; seeks admin, hosps 100 
beds up; any locality: early 30's; Member, 
ACHA. 
ADMINISTRATOR—Woman R.N.; 25 yrs 
admin exp; incl 5 as admin, 60 bed gen 
hosp & 7 as admin, 75 bd gen hops; similar 
posi; Calif only; MACHA. 


ADMINISTRATOR, (Asst): 28: MS (hosp 
adm); 8 yrs, hosp & clinic exper includ’ 
2 yrs, hosp adm res & 2 yrs, adm, 40 

gen hops; seeks assistanship, lge hosp. 
ANESTHETIST—Male; reg’d: past 7 yrs. 
private anes, lge SW city; seeks similar 
posi or fee-for-service basis; early 40's. 
DIRECTOR OF NURSES—female: some 
cred twd BS. nursing ed; sev yrs staff, 
supv, various hosps; past 2 yrs, dir of 
ro 50 bd gen hosp; similar posi; SW 
DIRECTOR OF NURSES—female; 50: B.S.: 
20 yrs exp, faculty, ed dir & dir of nurses. 
various hosps; pref psych hosp, consider 
gen; East only. 

EXECUTIVE HOUSEKEEPER—sev yrs 
hotel exp; 1 yr hosp exp; seeks posi, fairly 
sm gen hosp; SE only. 

MEDICAL RECORD LIBRARIAN—early 
30's; Canadian reg; sev yrs exp, med sec’y; 
past yr, med rec libr, 100 bd gen hosp; 
seeks similar posi. MW & E. seaboard. 
PATHOLOGIST: Dipl, (both branches): 


trn’d Johns Hopkins; 2 yrs, neurologist, 
per. Army hosps; 2 yrs, instructor, path, 
univ hosp: 3 yrs, research, path, includ’g 
1 yr, research fellow, impor foreign re- 
search institute: currently assoc. chief - 
path, 1 hosp: seeks chiefship, any 
muoalaty pref East or West seacoasts; early 
PURCHASING DIRECTOR: 12 yrs, pur- 
chasing dir & stores keeper, 500 bed gen’l 
hosp; prefers area, 600 mile radius, Toledo, 
Ohio: consider others; Member NAPA; ex- 
perienced man; early 40's; $5500. 
RADIOLOGIST: 31: Dipl; well qual, rad 
physics: 2 yrs, ass’t rad, univ med center; 
refers Calif. Fla, Conn, NY; licensed 
exas, Calif, Fla N.Y.; trn’g finished; Cat 
IV; exempt. 


INTERSTATE MEDICAL PERSONNEL 
BUREAU 
333 Bulkley Building, Cleveland, O. 
Miss Elsie Dey, Director 


ASSISTANT ADMINISTRATOR: M. P. H. 
Degree, 1952. Administrative Residence, 
large Maryland hospital, 2 years, 2 years 
Assistant Director, 250 bed hospital. 


ADMINISTRATOR: 2 years Medical Col- 
lege. 22 years experience in 125-300 bed 
eastern hospitals. 


BUSINESS MANAGER: MH.A. Degree, 
1951. 4 years Business Administrator, mid- 
western hospital. Desires change. 


NURSE ADMINISTRATOR: Outstanding 
nurse executive. 6 years Director of Nurs- 
ing, 100 bed hospital, 8 years Administra- 
tor, 65 bed Ohio hospital. 


DIRECTOR OF NURSING: BS. Degree. 


Experience: Educational Director, and As- 


sistant Directress, 10 years: 15 years Di- 
rector of Nursing and Schools of Nursing. 
Registered Illinois, Ohio. 


EXECUTIVE HOUSEKEEPER: Course in 
Institutional Management. 5 years hotel 
experience: Past 3 years, bed N. J. 
hospitsl. 


Blood Grouping Serum 
Anti-A and Anti-B 


Anti-Rh.{ Anti D) 

Anti-Rh,' {Anti CD) 
Anti-Rh,-rh'-rh" [Anti CDE) 
{for screening blood donors) 


Anti-Human Serum (Coombs') 


determinations. 


1911 Broedway 


FOR BLOOD BANKS AND 
LABORATORIES 


Anti-Rh Typing Serums (Slide Test) 


Recommended for use with crossmatching and Rh anti-body 


“Serums for Accurate Testing” 
Prompt service to hospitals everywhere. 


BLOOD BANK FOUNDATION 


U. S. Government License 165 
Nashville, Tena. 


| Effective 


but low-cost 
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Communications 


Classified advertising is the lowest- 
cost method of advertising. It can 
serve your hospital effectively when 
you are recruiting employees or when 
you have used equipment to sell. 


Here is the audience for your adver- 
tisement . . . HOSPITALS’ subscribers 
include more than 9,000 hospitals and 
administrators, 1,800 department 
heads, 700 governing board members 
in addition to approximately 4,500 
others. 

The classified advertising rate is 25 
cents per word with a minimum of 
$3.50 per insertion. Deadline: 30 days 
before publication date of the issue. 


HOSPITALS 


Journal of the American Hospital Association 
18 East Division Street, Chicago 10, Illinois 
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| 


therapeutic dosage of 


tamins* 


400 calories per liter : 
new «rt ‘de solution 


Travert’ 10% with therapeutic formula vitamins in water 


products of 


BAXTER LABORATORIES, INC. 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


SCIENTIFIC PRODUCTS DIVISION GENERAL OFFICES © EVANSTON, ILLINOIS 
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the surgeon: 


MAKES THEIR WORK EASIER 


SURITAL sodium 
ultrashort- acting intravenous anesthetic 


SURITAL facilitates the surgeon’s work by assuring 
fewer interruptions due to laryngospasm, to — or to 
respiratory or circulatory depression. 


the anesthesiologist: Smooth, speedy induction, readily controlled surgical plane 


the nurse: 


of anesthesia, and fewer postoperative complications with SURITAL 
ease the task of the anesthesiologist. 


Prompt recovery, usually without nausea, vomiting, or excitement, 


characterizes anesthesia with SURITAL...and thus lightens the nurse’s burden. 


Detailed information on SURITAL sodium (thiamylal sodium, Parke-Davis), as an anesthetic 
agent alone or in conjunction with other anesthetics, is available on request. 
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